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THE HISTORY OF THE MALARIA TREATMENT OF GENERAL 
PARALYSIS 


JULIUS WAGNER-JAUREGG, M.D. 
Late Professor of Psychiatry and Neurology of the University of Vienna 


CoMMENT AND TRANSLATION FROM THE GERMAN 
WALTER L. BRUETSCH, M.D.,* Inptanapotis, 


In an editorial of the Journal of the Ameri- 
can Medical Association of April 8, 1944, 
it is stated that priority for the use of 
malaria and relapsing fever in the treat- 
ment of general paralysis (dementia para- 
lytica) should belong to Rosenblum. This 
editorial statement is based on the publica- 
tion by Zakon and Neymann, entitled, “Alex- 
ander Samoilovich Rosenblium, His Contri- 
bution to Fever Therapy” (Arch. Dermat. 
& Syph., 48: 52, 1943). 

Enthusiasm over the beneficial effect of 
fever in psychoses was common among psy- 
chiatrists of the middle of the last century. 
Several papers on this subject, some of 
which were quoted by Neymann and Zakon, 
had appeared a decade before the communi- 
cation of A. S. Rosenblum was published in 
1877. It is true that Rosenblum inoculated 
a group of mental patients with relapsing 
fever, but he did not continue this mode of 
treatment and there was no fever therapy, 
as we know it today, until Wagner-Jauregg 
on August 31, 1918, published the results 
of the studies on the first patients with de- 
mentia paralytica, who had been treated a 
year previously with inoculation malaria. 

The merit of Wagner-Jauregg was that 
he soon realized that the beneficial effect 
of fever was restricted to cases of dementia 
paralytica. For over 20 years he then focused 
all his efforts on this type of mental illness, 
using tuberculin, typhoid vaccines and even 
streptococci of erysipelas to produce fever. 

Wagner-Jauregg was well aware of the 
work of Rosenblum. I have in my possession 
a manuscript by Wagner-Jauregg, entitled, 
“The History of the Malaria Treatment 
of General Paralysis,” which was written 


*Clinical Professor of Psychiatry and Neurol- 
ogy, Indiana University School of Medicine; Clini- 
cal Director and Head of the Research Department, 
Central State Hospital, Indianapolis, Ind. 


by him for a monograph dealing with the 
malaria therapy of neurosyphilis. The pub- 
lication of the monograph has been post- 
poned several times because of other impor- 
tant work. Later the war intervened. It is 
now doubtful whether the monograph will 
appear at all. 

Wagner-Jauregg died October 1, 1940. 
In 1927 he was awarded the Nobel Prize 
for his work in the use of malaria fever in 
the treatment of dementia paralytica. He 
was the first and so far the only psychiatrist 
to have been the winner of this prize. 

“The History of the Malaria Treatment 
of General Paralysis,” written by him in 
August 1935, is a valuable document. For 
the benefit of future medical historians, 
Wagner-Jauregg’s version in this matter is 
published. 


THE HISTORY OF THE MALARIA 
TREATMENT OF GENERAL 
PARALYSIS 


JULIUS WAGNER-JAUREGG, M.D. 


It is a great pleasure to contribute to this 
monograph the chapter on the History of 
Malaria Therapy. I can add a few interest- 
ing details and also will take this opportu- 
nity to correct erroneous statements which 
have been made on this subject. 

The origin of the malaria treatment of 
general paralysis of the insane goes back to 
the centuries-old observation that mental pa- 
tients following an incidental febrile disease 
occasionally show great improvement, which 
may go on to complete recovery. After hav- 
ing made similar observations, I proposed 
in 1887 in a publication(1) to produce in- 
tentionally febrile diseases as a, treatment 
method for psychiatric patients. I had in 
mind malaria and erysipelas. Either one 
of these conditions could be transmitted to 
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other individuals without great danger. Al 
ready at that time I did not share the preva- 
lent idea that elevated temperature is the 
main factor which is responsible for the 
favorable results of this mode of therapy. 
I said: ‘Some authors are inclined to at- 
tribute to the fever, i.¢., to the increase in 
body temperature a particular effect upon 
the mental condition. This theory may pos 
sibly be correct in those cases in which an 
improvement of the mental symptoms takes 
place during the fever. But this view is 
certainly not justified in those instances in 
which the improvement of the mental symp 
toms sets in after the febrile disease is ter- 
minated, for instance, in typhoid fever dur- 
ing the period of reconvalescence or in ery- 
sipelas in the stage of desquamation. And 
it is in this group that the greatest number 
of permanent recoveries occur. Further 
more, in not a few instances the mental 
symptoms become worse during the period 
of fever.” 

Being anxious to have my proposals put 
into practice, I infected several mental pa- 
tients—among these were no general para- 
lytics—with a culture of the streptococcus 
of erysipelas, which had proven to be very 
virulent in a patient with an inoperable car- 
cinoma of the breast. But in my patients 
neither erysipelas nor fever developed. There 
was only slight redness at the site of inocu- 
lation, which disappeared after a few days. 

The experiments were discontinued be- 
cause, in the meantime, I had been appointed 
professor of psychiatry at the University of 
Graz (Austria). Furthermore, medical 
science of that period looked with disfavor 
at experimentation on human beings. This 
spirit showed itself openly in the hostile atti- 
tude of the public and of the authorities 
when Hirschl(2) inoculated 9 general para- 
lytic patients with syphilis. Today this would 
be a matter of course, but at that time the 
teaching of Fournier of the syphilitic eti- 
ology of general paralysis had not been 
generally accepted. Hirschl almost went to 
prison for his zealous scientific endeavors. 

With the development of tuberculin in 
1890 by Robert Koch, a substance was at 
hand with which one could produce fever 
without resorting to an infectious disease. 
I began treating patients of the Psychiatric 
Clinic at Graz (Austria) with injections 
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of tuberculin. These experiments also hy 


to be stopped prematurely because tuber, 
lin was soon considered a dangerous prepar. 


tion. For several years tuberculin qa 
banned from good medical practice. It hy 
almost become a crime to use it. At th 


time I was called to Vienna as the head ¢ 
the University Hospital for Nervous ay 
Mental Diseases. The vehement dispute oye 
the use of tuberculin was calming down ay 
its \ In 1 
| resumed the experimental work with tube 
culin fever, and a year later reported m 


alue was slowly recognized. 


experiences(3). I reiterated in this pape 


my previous statement that elevated tem. 
perature is not the fundamental factor 
the treatment. 

The experiments with tuberculin, using 


all types of mental patients, were continue 
Many therapeutic successes were observe 
in patients who fell in diagnostic grou 
which have a high percentage of spontane. 
ous recoveries. It was therefore difficult t 
exact effect of this treatmen 
Among the apparently cured pe 
tients, however, were a few cases of gener 


evaluate the 
method. 


paralysis. This was something unusual ané 
attracted my attention. From this time @ 
the main interest was focused on genera 
paralytic patients. First, a comparative stud 
determine whether tuber- 
culin really influenced the course of gener 


was carried out to 


favorable way. Sixty-nine 


paralysis in a 
general paralytics were given bouts of fever 
by injecting increasing doses of tuberculin 
until a dose of 0.1 was reached. They were 
compared with 69 patients who remained 
untreated. The same experiment was tf 
peated with a group of 60 general paralytics 
receiving tuberculin until — the 
amount of 0.3 Four years 
the tuberculin-treated patients were 
compared with those who were left ut 
treated. The result was that the general 
paralytics who were given tuberculin fever 
had more and better remissions and also 4 
longer duration of life(5). In the mean 
time I had begun treating with tuberculin 
general paralytic patients of my private prat- 
tice, using doses up to 0.3 and later up te 


injections 
was given(4). 
later 


These cases were, as a rule, not as 
far advanced as the hospital patients. At 
the same time I combined the tuberculin im- 
jections with mercurial inunctions, because 


1949 


] ne 
anti- 
was 
held 
Witl 
treal 
taint 
turn 
pati 
1QO 
in | 
eral 
use 


wel 


col 

tre 
for 
ge 
su 
cu 
nt 
by 
fr 
Se 
Vi 
W 
U 
I 
d 

\ 

C 

t 


nts also hy 
use tuber, 
rous Prepar. 
erculin 
tice. It hy 

it. At thi 
the head « 
Vervous ani 
dispute oye 
lg down an: 
In 1&, 
< with tube. 
reported m 
1 this pape 
evated tem. 
al factor ¢ 


culin, using 
continue 
re observe 
istic LTOUR 
of spontane 
difficult ¢ 
S treatmen 

cured pe- 
s of gener 
Inusual ané 
his time or 
on gener 
rative study 
ther tuber. 
of genera 
Sixty-nine 
its of fever 
tuberculin 
They were 
remained 
it was fr 
paralytics 
until the 
‘our years 
lents were 
e left 
he general 
culin fever 
and also a 
the mean- 
tuberculin 
ivate prat- 
ater up te 
le, not as 
‘ients. At 
erculin in- 
s, because 


1940 | 


JULIUS WAGNER-JAUREGG 


579 


1 never could convince myself that specific 
anti-syphilitic treatment of general paralysis 


was Without any value whatsoever, a view 
held by most psychiatrists of that period. 
With this combined — tuberculin-mercury 
treatment, a complete remission was ob- 
tained in quite a few instances with the re- 
turn of the patients to their former occu- 
pation. A report of this work was made in 
1909 at the International Medical Congress 
in Budapest (6). 

The tuberculin-mercury therapy of gen- 
eral paralysis, however, was never widely 
used. The medical scientists of that period 
were hypnotized by the discovery of the 
syphilitic etiology of general paralysis and 
could see the solution of this special prob- 
lem only in a specific treatment. And yet 
in 1909 and later the tuberculin-mercury 
treatment gave better results than any other 
form of therapy. Today several cases of 
general paralysis are still alive which were 
successfully treated with tuberculin and mer- 
cury in the second decade of 1900. The 
number of full remissions in early cases was 
by no means small. But the relapses were 
frequent, and only a small number of the 
complete remissions remained permanent. 
To make the treatment more effective, | 
searched for other means. I tried various 
vaccines, and finally used typhoid vaccines 
which, when injected intravenously, pro- 
duced marked febrile reactions. In addition, 
I replaced mercury by the recently intro- 
duced salvarsan. In I still hoped to 
work out a satisfactory treatment method 
without having to resort to the use of inocu- 
lation with malaria. In the same year I re- 
ceived a letter from Dr. E. van Dieren of 
Amsterdam asking me what I thought of 
the idea of inoculating with malaria gen- 
eral paralytic patients. As a family doctor 
he had recommended this procedure on sev- 
eral occasions, but the specialists had ad- 
vised against it. I wrote him to make such 
experiments which, in my opinion, should be 
very promising. I added that I might try 
it myself, if my hopes of treating general 
paralysis more successfully with typhoid 
vaccines and salvarsan should not material- 
ize. Dr. van Dieren to my knowledge never 
inoculated patients with malaria. 

The psychologic moment which induced 
me to try malaria inoculation was prompted 


1913 


by the following incident. A prominent oil- 
well engineer was admitted to the Psychi- 
atric Hospital with symptoms of incipient 
general paralysis. He was given treatment 
consisting of a combined course of typhoid 
vaccines and arsphenamines. He recovered 
to such a degree that he was able to return 
to the province of Galicia, where he was 
supervising the drilling of oil-wells. How- 
ever, several months later he was back in 
Vienna with all the manifestations of gen- 
eral paralysis. I realized that with the 
methods of treatment at hand little could be 
accomplished and that the disease would now 
rapidly progress to the inevitable fatal out- 
come. (This was the same engineer whom 
de Kruif(7) had mentioned in his book.) 
It was the tragic outlook for this man which 
again forced on my mind the thought of 
producing intentionally an infectious disease 
in general paralytic patients. In addition, 
other evidence had accumulated that the 
original idea might well be justified, to pro- 
duce artificially an infectious disease in these 
patients. During my work with tuberculin 
fever I had noted that those patients who by 
incident developed an abscess, a phlegmo- 
nous cellulitis, lobar pneumonia, or a tuber- 
culous infection had frequently the best and 
most prolonged remissions. 

At about the same time, in June 1917, 
when the hospital was full of wounded mili- 
tary personnel, my assistant Dr. Alfred 
Fuchs reported to me one morning that a 
slightly injured soldier had been admitted 
with chills and fever, apparently having con- 
tracted malaria fever on the Balkan front 
line. “Should he be given quinine?” he 
asked. I immediately said: “No.” This I 
regarded as a sign of destiny. Because sol- 
diers with malaria were usually not ad- 
mitted to my wards, which accepted only 
cases suffering from a psychosis or patients 
with injuries to the central nervous system. 
I gave the order to make a blood smear and 
to examine for malarial parasites. At the 
same time I asked a shell-shocked soldier, 
who was very useful for doing odd jobs, to 
catch all the mosquitoes he could find on 
the hospital grounds. He returned with a 
great number of them, and I convinced my- 
self that all the mosquitoes belonged to the 
species of culex. There were no anopheles 
in this random sample. 
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The examination of the blood smear of 


the soldier with chills and fever had revealed 
the presence of malarial parasites of the 
tertian type. It was June 14, 1917. On 
that day I obtained during a paroxysm a 
small sample of the soldier’s blood, and I 
inoculated 3 general paralytic patients by 
rubbing a few drops into several superficial 
scarifications of the skin. Then the malaria 
of the soldier was stopped with quinine. 

Of the 3 inoculated patients only 2 de- 
veloped malaria. Additional cases were in- 
oculated subcutaneously with blood obtained 
from the veins of the originally inoculated 
general paralytic patients, who by this time 
were ill with malaria fever. Altogether 
Q general paralytics were inoculated in the 
summer of 1917. Then the inoculations were 
discontinued because I wanted to see whether 
this experiment would prove to be a real 
therapeutic success. 

A year later malaria therapy was resumed. 
This time malaria blood for inoculation was 
obtained through the courtesy of the physi- 
cian-in-chief of the ward for malaria patients, 
who were mostly soldiers from the Balkan 
armies. Of 4 inoculated patients 3 suc- 
cumbed to malaria. Soon after inoculation 
it became apparent that estivo-autumnal para- 
sites (malaria tropica) had been hidden in 
the strain of tertian malaria and had been 
used for the inoculations. After this mis- 
fortune no new cases were inoculated until 
September 1919, when Dr. Doerr (now pro- 
fessor of public health and hygiene at the 
University of Basel, Switzerland) furnished 
the clinic with an unquestionable strain of 
tertian malaria. From that time on malaria 
therapy has been practiced uninterruptedly 
at the Psychiatric “Clinic of Vienna. The 
malaria strain of September 1919 has been 
maintained up to the present day—more than 
16 years—in continuous human passage. I 
do not know of any other strain in the 
world which has been used for so many 
years. Not even the strain of the New York 
Psychiatric Institute, which has been main- 
tained for 9 years, from 1923 to 1932, at the 
time of the report by Kopeloff, Blackman 
and McGinn(8), can compete with the 
record of the Vienna strain. 

I have been asked how my inner feelings 
were during the first days and weeks which 
followed the first inoculations with malaria. 
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My emotional life at that time and already 
during the era of the tuberculin experiments 
has been described by de Kruif somewhat 
more turbulent than it actually was. The 
unusual experiment of human malaria in- 
oculations moved me very little. From the 
previous work I was accustomed to seeing 
remissions following fever treatment, and 
the measure of success which might be ob- 
tained by the malaria experiment could not 
be anticipated. Furthermore, we were al- 
ready in the third year of the war, and its 
emotional implications became more mani- 
fest from day to day. Against such a back- 
ground a therapeutic experiment could stir 
me little, in particular since its success could 
not be foreseen. What meant a few para- 
lytics, who could possibly be saved, in com- 
parison to the thousands of able-bodied and 
capable men who often died on a single day 
as the result of the prolongation of the war, 

How sceptical I was toward the early 
successes with the malaria treatment is shown 
by the fact that I waited a year until the 
publication of the first report. Very likely 
I would have hesitated even longer, if the 
editor of the Psychiatrisch-Neurologische 
Wochenschrift, in which my _ preliminary 
communication appeared(g), had not urged 
me to make a contribution for the Festschrift 
in honor of my friend Dr. Anton, professor 
of psychiatry at the University of Halle 
(Germany ). 

I must add here that already in 1917 
malaria therapy was followed up _ with 
arsphenamine injections in the same way 
as salvarsan had previously been given as 
an adjunct to the tuberculin treatment. It 
was difficult to convince even the co-workers 
of my own clinic of the soundness of the 
combined treatment, and I had to defend 
vehemently this principle in scientific dis- 
cussions, until it was generally recognized. 
Today barely anyone doubts the correctness 
of this procedure. 

Now one may ask the question: Were 
the inoculations of the summer of 1917 the 
first attempts of this sort ever made? Some- 
time after the malaria treatment had spread 
from Vienna to every corner of the world, 
I became aware that a French physician, 
Dr. Emil Legrain, several years previously 
had advocated in a publication the use of 
therapeutic malaria inoculations. On my 
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desk lies a book by this author, consisting 
of 612 pages. It was published in 1913 by 
Maloine in Paris and is entitled: ‘“Traite 
clinique des fi¢vres des pays chauds.” In 
the last 12 pages of the book, which deals 
mainly with the intermittent fevers, the au- 
thor states that malaria frequently has a 
good effect upon other diseases. He asserts 
that it is but a step from this knowledge to 
the actual use of malaria as a therapeutic 
means, and he claims to have taken that 
step. He reported on 13 cases which he had 
inoculated with malaria followed by bene- 
ficial results. Among these were no cases 
of general paralysis. The group consisted 
of 2 patients with malignant syphilis, I case 
with luetic ulcers, 4 patients with pulmonary 
tuberculosis, I with an abscess of the testi- 
cles, a case with a slow healing wound, an 
obstinate general eczema, an arthropathy of 
the knee, and 2 cases with syphilis of the 
liver. He also recommended inoculation 
with quartan malaria in the following in- 
stances: inoperable carcinoma, tuberculosis 
of the larynx, tuberculous meningitis, sleep- 
ing sickness, epilepsy, certain forms of melan- 
cholia, incipient general paralysis and tabes. 

It is astounding that such proposals, al- 
though no one had taken them up, were 
forgotten so completely that they entirely 
should have been lost sight of by contem- 
poraries, when the malaria therapy of gen- 
eral paralysis became known. Even in 
France, where Pagniez in 1920 without 
much response directed attention to the 
malaria treatment and whose article in La 
Presse Médicale of May 30, 1925, finally 
was responsible for its introduction in Paris, 
the name of Legrain was not mentioned in 
spite of a rapidly increasing literature on 
malaria therapy. (Malaria treatment found 
its way to Paris via Brussels.) In 1931, I 
became acquainted, for the first time, with 
my predecessor Legrain from the introduc- 
tion to the book by Leroy and Médako- 
vitch(10). 

Now I acquired Legrain’s book and after 
having read it, I realized why he had been 
so completely forgotten. Legrain was evi- 
dently an individual given to vagaries, who 
in 1913 still held concepts on malaria which 
were utterly antiquated. He _ ridiculed 
Laveran with his plasmodia and Donald Ross 
with his mosquitoes and scorned the use of 


quinine. Legrain was not taken seriously, 
there was no one who believed in his suc- 
cesses, and soon he faded from the memory 
of his colleagues. 

It is not in accordance with facts, when 
Riser(11) makes the statement that since 
1910 Legrain had systematically inoculated 
general paralytic patients with malaria. 
Legrain has never infected general paraly- 
tics with malaria, nor has he treated in a 
systematic way with inoculation malaria 
other diseases. 

In the literature Rosenblum is usually 
credited with being the first who inoculated 
general paralytics for therapeutic purposes, 
using recurrent fever and not malaria. The 
facts, however, are that Rosenblum has 
never inoculated his patients with the idea 
of treating their mental illness. What he did 
was to make available his mental patients— 
among whom were no general paralytics— 
to the bacteriologist Motschutkoffsky, who 
in Odessa in the year of 1876 studied the 
transmissibility of recurrent fever to human 
beings. Subsequently, a few of these pa- 
tients recovered from their psychoses and 
Rosenblum reported this later under an as- 
sumed name(12). Rosenblum never con- 
tinued these experiments. 

The suggestion to treat mental cases with 
malaria was really made by Raggi(13) in 
1876, but he never put tliis idea into prac- 
tice. Indirect malaria therapy was carried 
out by Galloni, director of an Italian mental 
institution, who withheld quinine in psy- 
chotic patients who incidentally had con- 
tracted malaria because he had observed that 
such mental patients frequently recovered 
from their psychoses. 
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A THREE-YEAR SURVEY OF ELECTROSHOCK THERAPY 
Report oN 276 Cases; CoMPARATIVE VALUE OF INSULIN-CoMA THERAPY 


ALEXANDER GRALNICK, M.D., Cenrrat Isuip, N. Y. 


Electroshock therapy has become firmly 
entrenched in the psychiatrist’s armamen- 
tarium in the relatively short time since its 
introduction. Generally, a new form of treat- 
ment gains so rapid and widespread a use 
when medical science finds itself hopelessly 
dealing with a disease which is both malig- 
nant and obscure in its origins, as is the 
case with mental illness. When previous 
therapeutic efforts have been either largely 
fruitless, or surrounded with great difficul- 
ties, the introduction of a new technique is 
very welcome, especially when it is easy to 
use, is attended by few complications and 
produces good—and sometimes spectacular— 
results. The natural tendency under such 
conditions is to give the procedure an exten- 
sive trial. The new rapidly displaces the old, 
and other forms of treatment are de-empha- 
sized or discarded—as has been the case 
with insulin and metrazol shock therapy. 

It was with a moderate degree of enthusi- 
asm and scientific curiosity that electroshock 
therapy was undertaken at Central Islip 
State Hospital. Our original plan was to 
act as a testing ground, and consequently 
many were treated without too much dis- 
crimination. However, one principle was 
maintained. All the patients were treated 
individually, according to their clinical re- 
sponse and the therapist’s impression of 
them. No special formula was followed re- 
garding number of treatments or grand mals 
to be given. For instance, when a patient 
showed little or no change the treatment 
was_not extended unduly, especially if physi- 
cal complications were feared. However, if 
there was some ray of hope, or the patient 
endured the seizures well, the treatment was 
pressed. Thus it was expected that with 
this rather random choice, two series of cases 
would emerge—one given relatively few 
treatments, and one given a greater number. 
It should be said, however, that as time 
elapsed it was more and more firmly felt 
that extended courses of treatment were of 
no avail, and that good clinical responses 


were made within the first 12 to 15 treat- 
ments or hardly ever at all. In the greatest 
majority of cases, treatment was given three 
times a week, the generally accepted routine 
was followed and the usual precautions taken. 

A total of 276 patients was treated in the 
three year period ending June 1, 1945. Al- 
though 75% of these were cases of schizo- 
phrenia, a sufficiently large number was 
treated in the other categories to make their 
results significant, and interesting compari- 
sons possible. 

In addition to the type of illness, the age, 
the number of treatments and type of reac- 
tion, and the percent paroled were con- 
sidered significant factors for study. Pa- 
tients paroled were in what would generally 
be called “improved,” “much improved” and 
“recovered” states. Final judgment of their 
condition was made within four to six 
weeks to allow for the subsidence of the 
“organic syndrome” when it occurred. Any 
marked improvement which occurred after 
this interval was not—and should not be— 
considered as necessarily related to the treat- 
ment itself. While some patients may not 
have had too good an insight into the nature 
of their illness when released, none was 
considered in any way deluded or halluci- 
nated. The writer believed that each could 
make a fair to excellent adjustment at his 
previous duties in society. 

It is generally accepted that response to 
shock treatment is best in patients ill less 
than one year. As the duration of illness in- 
creases, the remission-rate decreases. This 
is particularly true fur the schizophrenias. 
Consequently, in determining these results, 
the patients were arranged in two groups— 
one ill less than a year, and the other for a 
longer time. The findings are always better 
in the first group. 

Twenty-nine cases of involutional psy- 
chosis, melancholia, were treated. Eighteen 
of them were ill less than a year, received 
an average of 11 treatments, and had a 
parole-rate of 94%. The other 11 were sick 
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more than one year, received an average of 
14 treatments, and had a parole-rate of 82%. 
The average parole-rate for the 29 cases 
was 90%. 

The cases of involutional psychosis, para- 
noid type, hardly respond as well. Of the 
15 treated, 10 were ill less than a year, re- 
ceived an average of I2 treatments, and had 
a parole-rate of 60%. The average parole- 
rate for the 15 cases was 47%—markedly 
lower than the 90% for the type melan- 
cholia. Table 1 illustrates the findings in 
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ourteen cases of the manic type were 
treated. Twelve had been ill short of one 
year, received an average of 15 treatments, 
and had a parole-rate of 91%. The average 
parole-rate for the 9 depressives was 89%, 
and that for the 14 manics 86%. It may be 
noted that the depressive type required sig. 
nificantly fewer treatments, and that the 
average age in the entire series of 23 cases 
was 41. Other details are shown in Table 2, 

The differential diagnosis between the 
manic-depressive psychoses, particularly the 


TABLE 1 
NUMBER PERCENT NUMGER NUMGER NUMGER 
AVERAGE AGE OF oF of 
TREATEO PAR OLED iT REATMENTS| PETIT MALS |GRANO MALS 
iLL OVER 
ONE YEAR I] 82 To 48 14 3 1} 
INVOLUTIONAL, 
(LL UNDER 
ONE YEAR 18 94 % so i 3 8 
MELANCHOLIA 
ALL 29 90% 49 13 3 10 
ALL Is 47% 13 9 
INYOLUTIONAL, 
ILL UNDER 
ONE YEAR 60 12 3 
PARANOID 
ONE YEAR 20% 1s 4 


detail. All therapists find that the paranoid 
type responds less well, but have no satis- 
factory explanation. It is possible that a 
number so diagnosed are really cases of 
dementia precox, paranoid type, in whom 
therapy is generally less effective. 

The manic-depressive psychoses respond 
very well to electroshock therapy. Unfortu- 
nately our series is small, but rather indica- 
tive, especially since the results approximate 
those reported for larger numbers of similar 
cases. Nine patients of the depressive type 
were treated. Eight had a duration of less 
than a year, and all of these could be re- 
leased after an average of only II treat- 
ments. The other patient received 15 treat- 
ments but did not improve. 


depressive type, and the involutional psy- 
choses is often difficult. This is true too, 
for the subtypes of the involutional psychoses 
themselves. As a consequence, errors in 
diagnosis may have been made in sufficient 
number to color the above results. In order 
to obviate this somewhat, the main groups 
may be handled as a whole, and then com- 
pared. A useful purpose also seems to be 
accomplished by this plan because the av- 
erage age in each series is so similar that we 
may be dealing with more closely allied ill- 
nesses than one would be led to believe by 
the differentiation in classification. 
Twenty-eight of the 44 cases of involu- 
tional psychosis had been ill less than one 
year. They received an average of 12 treat- 
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ments, and had a parole-rate of 82%. electroshock therapy is of great advantage 


Twenty of the 23 cases of manic-depressive 
psychosis had been ill under a year. They 
received an average of 13 treatments, and 
had a parole-rate of 95%. In the group of 
involutionals the 16 patients ill over a year 
had a parole-rate of 63%. In the group of 
manic-depressives those sick more than a 
year had a parole-rate of 33%, but here the 
number treated is too small for serious con- 


for the emotional disturbances of middle life, 
especially since the average age of the manic- 
depressives in this series was 41 years. 
While it is generally accepted that elec- 
troconvulsive treatment is the therapy of 
choice for the manic-depressive and involu- 
tional psychoses, there is still question about 
its value vis-a-vis insulin therapy in the 
treatment of schizophrenia. It seems worth- 


sideration. The notable difference in the while, therefore, to examine the results for 
TABLE 2 
NUMBER | PERCENT NUMGER | NUMBER | NUMBER 
AVERAGE AGE OF oF OF 
TREATED | PAROLED TREATMENTS] PETIT MALS| GRAND MALS 
ILL OVER 
ONE YEAR J 0 7% 45 IS 4 tl 
MANIC -DEPRESSIVE! 
DEPRESSIVE ONE YEAR 8 100 7, 4\ ii 2 9 
ALL 9 89% 41 it FA 9 
ALL 14 86% 4| 1S 2 13 
MANIC-DEPRESSIVE, 
MANIC ILL UNDER 2 
ONE YEAR 12 40 15 13 
ILL OVER 
ONE YEAR 2 50% 50 16 7 9 


parole-rates between the groups ill less and 
more than one year indicates that the dura- 
tion of illness is a significant factor deter- 
mining prognosis in these categories too. 
The over-all parole-rate for the involutional 
psychoses was 75% as compared to 87% 
for the manic-depressive psychoses. In both 
series an average of 13 treatments was given. 
(See Table 3). 

The above results indicate the decided 
value of electroshock therapy in the affective 
psychoses, and emotional illnesses of middle 
life diagnosed involutional psychosis. Al- 
though the latter is usually considered “due 
to disturbance in endocrine function,” there 
is reason to believe that it is mainly affec- 
tive in nature, and on that assumption we 
can definitely conclude from the figures that 


the various types as well as the main entity 
of dementia pracox. 

Of the 47 treated cases of dementia 
praecox, catatonic type, 20 had been ill less 
than a year and 65% of these were paroled, 
having received an average of 17 treatments. 
The remaining 27 cases had been ill more 
than one year. None of these could be 
paroled, though they received an average of 
I9 treatments. The average parole-rate for 
all was 28%, but the marked contrast be- 
tween the groups is overwhelming evidence 
of the importance of early treatment. 

The hebephrenic pracoxes responded 
poorly, regardless of the duration of illness. 
The average parole-rate for the 28 cases 
treated was 11%, even though the number 
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of treatments administered approximated 
that given the catatonic type. 

Forty-two percent of the 52 paranoid 
precoxes who had been ill less than a year 
could be paroled, but only 5% of the 82 ill 
longer than that could leave the hospital 
after treatment. The striking contrast again 
emphasizes the significance of the duration 
of illness in determining the prognosis. The 
average parole-rate for the 134 paranoid 
cases was 19%. As is the case with the 


ment, however, on the main entity “schizo. 
phrenia.” It seems wise, therefore, to ex. 
amine the results for the cases of dementia 
precox as a group. 

Two hundred and nine cases of dementia 
precox were treated. Eighty of this total 
were ill less than one year at the time of 
treatment. The parole-rate for this number 
was 45%, and 16 was the average number 
of treatments. The remaining 129 patients 
were ill longer than one year. Their parole- 


TABLE 3 
NUMBER| PERCENT NUMGER | NUMBER | NUMBER 
TREATED] PAROLEDO TREATMENTS] PETIT MALS |IGRAND MALS 
OVER 
14 Il 
INVOLUTIONAL | ONE YEAR 16 63% 49 
PSYCHOSES, 
UNDER oy 
S50 
28 82% 12 3 9 
ALL TYPES 
ALL 44 15% 50 13 3 10 
ALL £3 87% 13 i 
MANIC- DEPRESSIVE 
PSYCHOSES, 
ILL UNDER 20 95% 40 13 
ON A 
ALL TYPES 
ILL OVER 
ONE YEAR 3 33% 48 1S ) 10 


other categories of schizophrenia, the parole- 
rate for the total number of patients, regard- 
less of duration, if none too encouraging. 
However, the results with the catatonic and 
paranoid precoxes who have been ill less 
than one year give us some cause for hope. 
(See Table 4 for details and comparison. ) 

The results just outlined are true for this 
particular hospital because the criteria for 
diagnosis of the subtypes of schizophrenia 
hold more or less in any one institution. 
However, a comparison with results from 
another hospital might show a wide variation 
because the standards for diagnosis differ. 
Patients who are generally called paranoid 
precoxes in one hospital may be typed 
hebephrenic or catatonic in another, and 
vice versa. There is more likely to be agree- 


rate was a mere 5%, although they received 
an average of 17 treatments. The parole- 
rate for the entire series of 209 patients was 
20%. The average age of both groups was 
practically the same. 

It has been reported that better results 
are obtained when 20 or more treatments 
are given to cases of dementia pracox(7). 
Our statistics hardly bear out such a con- 
tention. On the contrary, they show again 
and again that the better results are obtained 
with fewer treatments. This holds for the 
schizophrenics as well as the others. For 
instance, 101 of the 209 precoxes received 
an average of 20 treatments (between 16 and 
36 applications ), but only 10% of these could 
be paroled. On the other hand, 14 treat- 
ments was the average for the total of 42 
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paroled patients. Further, the remaining 108 
patients received an average of 13 treat- 
ments, but had a significantly higher parole- 
rate, namely, 29%. <A _ similar situation 
exists for each type of schizophrenia, and 
one may almost predict, in any series of 
patients given what an experienced thera- 
pist deems sufficient treatment for each indi- 


parole-rate of 79% for the 67 patients diag- 
nosed involutional and manic-depressive 
psychosis. 

Interesting comparisons may now be made 
between the schizophrenic and “affective” 
psychoses by referring to Table 5. In the 
latter group the results are so overwhelm- 
ingly better all along the line, despite fewer 


TABLE 4 
NUMBER| PERCENT NUMGER | NUMBER | NUMBER 
AVE RAGE AGE oF oF oF 
TREATED | PAROLED TREATMENTS | PETIT MALS |GRANO MALS 
27 % 28 19 2 17 
YEAR 
DEMENTIA PRAECOX, 
u R 
20 65% 30 17 2 1S 
CATATONIC ONE YEAR 
ALL 47 287, 29 18 2 16 
ioe 134 19% | 36 16 2 14 
DEMENTIA PRAECOX, 
ILL UNDER 52 42% 37 ny Zz 13 
PARANOIO CONE YEAR 
ILL OVER 82 5% 36 16 2 14 
ONE YEAR 
HLL OVER 20 10%, 32 17 3 14 
ONE YEAR 
DEMENTIA PRAECOX, 
HEGEPHRENIC ONE VEAR 
ALL 28 1 7, 29 17 3 14 


vidual case, that those requiring 20 or more 
treatments will have a significantly lower 
parole-rate than those deemed to require 
fewer treatments. 

A clearer picture of electroshock’s merit 
in the treatment of the involutional and 
manic-depressive psychoses may be gained 
by handling them as a single series. We then 
find that of 67 patients, 48 had been ill less 
than a year, and of these 88% could be 
paroled after an average of 12 treatments. 
Of the remaining 19 who had been ill more 
than one year 58% could be released after 
an average of 14 treatments. This makes a 


treatments, that we may assume electro- 
shock therapy to be the treatment of choice 
for the manic-depressive and involutional 
psychoses. Whereas only 5% of the pre- 
coxes ill over one year could be released, 
58% of the others ill more than one year 
could be paroled; whereas 45% of the pre- 
coxes with the shorter duration could be 
sent home, 88% of the others could be re- 
leased; and while only 20% of the total 
schizophrenics could leave the hospital, 4 
times as many of the others gained a state 
of remission. 

The ascendency of electroshock treatment 
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during the past few years has tended to di- 
minish the enthusiasm of psychiatrists for 
insulin-coma therapy. The relative rapidity 
with which electroshock can be given, the 


few ward personnel required in hospital 
practice, and the ease with which it can be 
given in office practice have promoted its 
widespread use. In the past few years of 
war emergency, hospitals have instituted or 
enlarged electroshock therapy departments, 


A THREE-YEAR SURVEY OF 


ELECTROSHOCK THERAPY 


[Mar, 
precox. Comparisons of results between 
hospitals are indicative rather than conclu- 
sive because of the numerous extraneous fac- 
tors which enter to distort them. Among 
these factors are several differences: (1) in 
diagnosis and choice of patients for treat- 
ment, (2) in opinion about what constitutes 
a state of remission, (3) in the technical ap- 
plication of the treatment, (4) in the gen- 
eral approach to shock treatment and the 


TABLE 5 
NUMBER | PERCENT NUMBER | NUMBER | NUMBER 
AVERAGE |_ AGE oF OF oF 
TREATED PAROLE D TREATMENTS] PETIT MALS|GRAND 
OVER 
129 $< 33 17 3 14 
ONE YEAR 
DEMENTIA PRAECOx, 
ILL UNDER 
80 5% 34 16 = 14 
ONE YEAR 
ALL TYPES 
ALL 209 20% 33 17 3 14 
INVOLUTIONAL ALL 67 79 % 47 13 3 lo 
AND 
ILL UNDER 
MANIC PSYCHOSES, 48 838 % 46 12 2 
ALL TYPES {Ll OVER 
19 58 h 49 ! 
ONE YEAR ‘ 4 3 i 


and surrendered their insulin treatment 
wards. In this process schizophrenic pa- 
tients who ordinarily would have received 
insulin treatment have been either sub- 
jected to electroshock before getting insulin, 
or have been denied insulin treatment alto- 
gether. Consequently, the requirement of 
giving a patient some form of active treat- 
ment has been satisfied, without necessarily 
having given him the wisest choice of, or 
succession of treatments. 

While we can already conclude that elec- 
tric is the choice of treatment for the in- 
volutional and manic-depressive psychoses, 
we cannot by any means be as definite about 
its value for the schizophrenias. No com- 
prehensive or convincing study has yet been 
made proving one or the other form of 
therapy superior in the treatment of dementia 


patients who receive it, and (5) in the per- 
sonalities of the therapists. 

At Central Islip State Hospital we have 
been able to overcome many of the distort- 
ing factors by maintaining a single depart- 
ment. In it both forms of therapy are ad- 
ministered at the same time by the writer, 
with the help of a relatively stationary ward 
personnel. The choice of patients, their 
treatment, and judgment of their final con- 
dition, as well as their release from the hospi- 
tal are solely in his hands. Consequently the 
standards are well fixed. The only basic 
differences which exist are two: (1) one 
group of patients receives electroshock and 
the other insulin-coma therapy ; (2) the elec- 
troshock patients are seen on the treatment- 
ward 3 times a week for roughly 3 hours 
whereas the insulin-treated patients are 
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seen 5 times a week for a period of 6 hours. 
Otherwise their recreation, diet and gen- 
eral management are much the same. 

At the very time that the patients already 
reported on were receiving electroshock 
treatment, a series of patients received in- 
sulin-coma therapy under the régime de- 
scribed. A previous article(2) reported 
the results for this latter group. In a 2 
| year period insulin treatment was adminis- 
tered to 158 schizophrenics. The parole- 
rate was 52.5% for all the patients, regard- 
less of the duration of illness. These results 
are far superior to the 20% parole-rate for 
the schizophrenics treated with electroshock. 
Eighty-five of the 158 patients had been ill 
less than one year. Their parole-rate was 
57.6%, again significantly higher than the 
45% for those ill a similar length of time 
and treated with electroshock. The remain- 
ing 73 patients had been ill more than a 
year, and had a parole-rate of 45%—9 
times as great as that for the electroshock 
treated patients of the same duration. These 


results are shown in Fig. I. 

A further effort was made to determine 
the comparative value of insulin and elec- 
tric treatment in schizophrenia by giving 
some patients insulin-coma therapy, and fol- 
lowing it with electroshock if a remission 
was not produced within 2 months of the 
termination of hypoglycemic treatment. 
These particular patients were chosen more 
or less at random, except that, as a rule, the 
writer felt there was still some hope for 
the individual despite insulin-therapy’s 
failure. 

Fifty patients were managed in this way. 
Twenty-eight of them happened to be ill less 
than one year, even at the time electro- 
shock therapy was undertaken. Their 
parole-rate was 29%, and they received an 
average of 17 treatments. The group was 
composed of 8 catatonics, 7 hebephrenics 
and 13 paranoids. Four of the first, none 
of the second, and 4 of the last type could 
be released. 

Twenty-two of the 50 cases were ill more 
than a year at the time electroshock treat- 
ment was begun. None of them could be 
released, although an average of 18 treat- 
ments was administered. This group was 
composed of 1 catatonic, 4 hebephrenics and 
17 paranoid przcoxes. 


In the group of 50 who failed to improve 
with insulin, therefore, only 16% could be 
released after subsequent electroshock ther- 
apy. Half of the 9 catatonics, none of the 11 
hebephrenics, and 13% of the 30 paranoids 
responded satisfactorily to this régime. All 
of those who could be released had been ill 
less than a year. Although the type of 
schizophrenia appears of some significance, 
only the catatonics reacting well, the dura- 
tion-of-illness factor seems to be most sig- 
nificant here as elsewhere. 
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We may conclude from these results that, 
with the possible exception of the catatonics, 
the choice for schizophrenia is insulin-coma 
treatment. This is particularly true for pa- 
tients ill more than one year. When these 
fail to respond to insulin therapy, further 
efforts with electroshock are generally pal- 
liative to the therapist and patient’s relatives, 
rather than to the patient. It would seem 
worthwhile with catatonics—and possibly 
paranoids—who are ill less than a year, to 
resort to electroshock after insulin fails. At 
all events the results seem to indicate that 
until we have better criteria upon which to 
base our choice of treatment, insulin therapy 
should be tried first in all schizophrenics. 
The indiscriminate use of electroshock first 
(11), because it is easier to apply, wastes 
time which is an important factor determin- 
ing the patient’s ultimate response to insulin. 
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It is commonly reported in the literature 
that chronically disturbed schizophrenics are 
benefited by electroshock therapy. More 
exactly, it is held that such patients are at 
least more manageable after such treatment. 
For this reason we administered electro- 
shock to 50 female patients from an out- 
lying ward—one for the most disturbed pa- 
tients in the hospital. These women had 
been ill from 2 to 10 years. They were first 
transferred to the shock therapy department 
and given an average of 16 treatments, after 
which they were returned to their former 
ward. Further observation was made by 
the doctor, nurses and attendants who had 
been familiar with their behavior before 
treatment. Six to twelve months later their 
opinions were recorded. 

The descriptions fell roughly into 5 cate- 
gories. First, patients who improved and’ 
continued to make a sufficiently good ad- 
justment to warrant parole. There were 3 | 
such cases. Second, those who improved a 
little for a short period, then became either 
worse or relapsed to their former state (11 
cases). Third, those who appeared to be 
unchanged by the treatment (14 cases). 
Fourth, those who returned in a worse state, 
and remained so for several months before 
returning to their former level of behavior 
(7 cases). Fifth, those who seemed to be- 
come worse, and remain so indefinitely (15 
cases). 

The general impression that all the ob- 
servers gained was by no means favorable. 
They felt that the bulk of patients became 
worse for shorter or longer periods, if not 
indefinitely, and dgscribed them as “more 
deteriorated,” “more unreasonable,” “more 
destructive and aggressive” and “more re- 
sistive and noisier.”” Those patients who be- 
gan to eat after treatment seemed to “gorge” 
themselves. 

The complications of electroshock therapy 
range from very mild to severe. Generally, 
headache, nausea and vertigo are immediate 
complaints. However, these are transitory. 
Amnesia usually occurs during a long course 
of therapy, and is ordinarily associated with 
confusion. Both are temporary, especially 
the latter, although occasionally we have seen 
clinical evidence of amnesia for four to six 
months after termination of treatment. 
Acutely excited patients often have memory 


defects, particularly for the early events and 
symptoms of their illness, even after a spon- 
taneous remission. Consequently in such 
cases it is difficult to tell whether the am- 
nesia is due to repression or the organic 
effects of the electroshock itself. 

In addition to the above rather accepted 
complications, dislocation of the mandible 
is most common. However, it is relatively 
minor. As a rule the jaw adjusts itself in 
the last stages of the seizure or can easily 
be replaced by the proper application of 
downward pressure to the lateral aspects 
of the rami. Fractures in this series of cases 
were uncommon. Roentgen examinations of 
the spine were done on all who complained 
of pain. It was necessary to x-ray 34 pa- 
tients, but none was found to have a verte- 
bral fracture. Some may have been missed 
in this procedure, but it is likely that very 
few if any occurred. However, the fact that 
these fractures are makes 
Further, 
m unnecessary 

indicated to 
One undernourished 
patient suffered a fracture of the neck of the 
left femur, and 2 others sustained disloca- 
tions of the shoulder. 

Fatalities occurred in 4 patients. The first 
died in a hyperpyrectic state one week after 
a course of 14 treatments. Autopsy was 
not done. The second died after two treat- 
ments, and was found to have syphilis of the 
central nervous system, despite a negative 
serology. A third died after two treatments, 
and was found to have a silent brain tumor. 
These cases have been reported for the litera- 
ture(3, 4). The fourth patient developed a 
volvulus two days after her fifth treatment 
and died quickly. While it should be said 
that not all these deaths were directly due 
to electroshock, they do indicate that in a 
large series of cases fatalities are to be ex- 
pected for one reason or another. Advanced 
age and pre-existing organic brain disease 
are the most common findings in those so 
far reported in the literature. 
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‘soften’ the seizures. 


DISCUSSION 


The results of this survey indicate that 
electroshock may be seriously considered as 
an effective therapy in the management of 
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mental illness. However, they also indicate 
that the treatment has certain definite indi- 
cations and limitations. It is not a panacea 
for all types of psychoses, no more than 
insulin-coma therapy is the answer for all 
cases of dementia precox. Its indiscrimi- 
nate use, therefore, would seem undesirable, 
except for purely investigational reasons. 

Electroshock therapy is the choice of 
treatment for the involutional and manic- 
depressive psychoses, or, broadly speaking, 
for the “affective” illnesses. It is, more 
exactly, as this survey shows, the elective 
treatment for the “middle-life’ psychoses. 
In addition, it appears quite effective in cases 
of dementia precox occurring for the first 
time in the late 30’s and early 40’s when 
a good affective reaction is present. In these 
latter cases one is usually a little undecided 
about the diagnosis, and symptoms strongly 
suggestive of involutional psychosis are 
present. 

Electrotherapy seems to have some merit 
in the general treatment of dementia precox. 
It is most effective with the catatonic, less 
so with the paranoid type, and hardly so 
with the hebephrenic. In this category the 
duration-of-illness is extremely important, 
the therapeutic results declining in a startling 
manner with patients ill more than one year. 
This holds true for the catatonic type, as 
well as for the others. 

Although the results with electric treat- 
ment in schizophrenics ill less than one year 
approach those for insulin-coma therapy, they 
are yet significantly lower in the above re- 
ported series. Further, it has yet to be shown 
that a representative series of pracoxes 
improved with electroshock remain well for 
as long a period as a similar series im- 
proved by insulin therapy. Judging from 
the essential nature of schizophrenia, it would 
seem that such a demonstration should be 
made before we even begin to seriously con- 
sider electroshock as a substitute for insulin- 
coma therapy. 

At first glance, one suspects that the 
greater amount of time, energy and care 
given to an insulin-treated patient would 
fortify him more than the patient allotted 
the relatively less attention required in the 
course of electroshock treatment. One would 
therefore expect better and longer remis- 
sions with the former group. Such added 


attention may help account for the markedly 
better results obtained with insulin in pa- 
tients ill more than one year. One report (6) 
suggests that just such factors may be re- 
sponsible for the fact that private patients 
make a better response to electroshock than 
do clinic cases. It may very well be that 
the basic nature of the insulin-treatment- 
situation answers a need in those sick a long 
time that enables them to improve, and thus 
accounts for the great discrepancy between 
the results for electric and insulin treatment 
in such cases. If this could be demonstrated 
more adequately it would prove the thera- 
peutic importance of the human factor, and 
would indicate the need of patients, particu- 
larly preecoxes, for fellow human beings. It 
may be suggested that individuals who are 
drastically denied the comfort that comes 
from good relations with other people gradu- 
ally are overcome and withdraw into a state 
of mind we term schizophrenia. 

Outstanding is the fact that the treatment 
is beneficial in-cases of short duration. This 
finding stands out with monotonous regu- 
larity. In considering electric treatment for 
a patient one is tempted to ask “how long” 
he is sick before determining any other fact, 
including the diagnosis. This is especially 
true for cases of schizophrenia, less so for 
the involutionals and manic-depressives. Al- 
though there are other prognostic criteria, 
none is as important as the duration. Gold 
and Chiarello(1) have made a valuable at- 
tempt to arrive at a more scientific choice 
of patients. However, even if a patient ex- 
hibits all of the criteria they describe for 
a good outcome, but does not have an ill- 
ness of short duration the ultimate prog- 
nosis is poor. On the other hand, if a 
patient has been ill a short time the prog- 
nosis is good, despite the fact that other 
clinical features may not be present to fore- 
cast a promising result. 

In another article(5) the writer has at- 
tempted an explanation of the importance 
of the duration-of-illness factor. Why should 
a schizophrenic who is ill less than one year 
respond so relatively well while another ill 
a longer time responds so poorly, if at all? 
Certainly we know of no organic reason. 
No structural changes appear with the 
progress of our “functional” : illnesses to 
account for the discrepancy in results, and 
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one may question any statement that the 
treatments are effective solely because physi- 
ological changes are produced in the brain. 
We are hardly aware of what happens in 
the brain with electric treatment, and in the 
case of insulin-coma therapy no causal rela- 
tion between the decreased cerebral metabo- 
lism and the therapeutic effects has been 
shown. On the other hand, one may ask, 
what is the psychological change that occurs 
in a treated case of short duration that 
allows him to improve? What causes such 
a fixity of the psychosis as time passes that 
we are left helpless to overcome it? It be- 
gins to appear to the writer that perhaps 
only certain personality-types respond to 
shock therapy, and that we have been fol- 
lowing the wrong track by merely trying to 
prognosticate the value of treatment in each 
case on the basis of descriptive symptoms 
alone. Certainly the wide variety of “de- 
scriptive pictures” that respond well would 
automatically raise that point. What then 
is the nature of the personality or charac- 
ter-structure of the patients who do benefit ? 
Would such information help us in under- 
standing the etiology of psychoses, and aid 
in forestalling them by revealing possible 
prophylactic measures? If the psychoses are 
purely functional why do they respond so 
rapidly in the presence of physiological 
changes produced by “shock” therapy, and 
so slowly, if at all, to psychotherapy? It 
does not seem sufficient to say that such 
changes help the patient make a psycho- 
logical adjustment? What are the inter- 
mediary steps? What, in other words, are 
the true dynamics that operate in the 
improvement ? 

As a general rule, it can be taken for 
granted that any schizophrenic who has been 
ill for well over a year will not respond to 
electroshock once he has failed to reach a 
state of remission with insulin-coma therapy. 
However, it is a fact that roughly one-third 
of those ill less than a year who have failed 
with insulin will be improved by electric 
shock. Even better results are obtained with 
catatonics so treated, but it must be remem- 
bered that this category responds well to 
electric treatment anyway. At any rate, why 
some few should do well with electroshock, 
having failed to improve with insulin, is a 
question for further investigation. 


A THREE-YEAR SURVEY OF ELECTROSHOCK THERAPY 
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Weil and Moriarty’s(11) advocacy of the 
indiscriminate use of electroshock first in 
all cases of schizophrenia is to be decried, 
More particularly their report indicates in- 
stead (1) that electroshock is without value 
in schizophrenics of long duration, whereas 
insulin therapy is, (2) that when electric 
treatment is unsuccessful in cases of short 
duration, subsequent insulin treatment is 
even more effective than it is in cases of 
long duration who have failed with electro- 
shock. 

While we have found several good prog- 
nostic criteria in judging patients for treat- 
ment, the results do not warrant a sanguine 
attitude. The results with electroshock, for 
instance, in the choicest type of schizophrenic 
show a 45% remission-rate. Are we justi- 
fied in treating all of the patients, thereby 
subjecting them to a violent form of therapy 
whose full effects we have not yet adequately 
evaluated, in order to get less than half 
temporarily well? Indiscriminate treatment 
is not in the best scientific spirit. Keener 
and more discriminate choice of patients for 
treatment would now seem to be in order. 

Courses of therapy which are extended 
beyond 12 to 15 treatments quite generally 
fail to produce a remission. This is the 
invariable experience with involutionals and 
manic-depressives. Our results with the 
schizophrenics tell the same story and con- 
firm the findings of others(8, 9, 11). Those 
precoxes who respond, do so quickly— 
though not quite as rapidly as the involu- 
tionals—and stay well even with less than 
I2 to 15 treatments. However, when the 
therapy must be prolonged the outlook is 
poor indeed, and any improvement is short 
lived. This was our experience with insulin 
too. When a “remarkable” improvement 
occurs in a schizophrenic after I or 2 treat- 
ments with electroshock, the ultimate prog- 
nosis is poor. It usually takes 6 to Io treat- 
ments to produce a change that maintains 
itself after a total of 12 to 15 treatments 
have been given. However, it is not always 
essential that 15 treatments be given after 
the initial improvement. 

Insulin-coma therapy has also been ap- 
plied in a rather fixed fashion. It is a com- 
mon practice, for instance, in the New York 
state hospitals to aim for production of 50 
or 60 comas in each and every patient, thus 
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giving as many as 100 treatments. Yet in 


1938 Malzberg surveyed 1,039 cases treated 
in those same hospitals, and found (1) that 
the rate of improvement was highest in 
those receiving 20 to 29 injections, and pro- 
gressively lower for those getting more treat- 
ment, and (2) that the rate of remission 
decreased as the number of induced comas 
increased. This was confirmed in our own 
survey(2). It would seem that the rigid 
application of a fixed number of treatments 
for all patients, regardless of their basic 
nature and reaction to treatment, leaves no 
room for the clinical acumen and judgment 
which are the essence of good psychiatric 
practice. Such a policy subjects innumerable 
patients to unneeded days of treatment and 
unnecessary risks. In this indiscriminate 
use of shock therapy lies a danger, rather 
than a boon, to psychiatry. 

Our experience with electroshock in the 
treatment of chronically disturbed schizo- 
phrenics is not encouraging. More care 
seems to be required for the patients after 
treatment than before. The practice in some 
hospitals of giving disturbed patients one 
treatment a week over long periods in order 
to keep them manageable seems unwarranted 
and fraught with danger. The ill-effects we 
have noted have been similarly described by 
Nussbaum (9g), and have led to an essentially 
conservative approach, so well advocated by 
Rosen and his co-workers(10). 

In cases of short duration, too, we have 
gained the definite clinical impression—con- 
firmed by others of our hospital staff—that 
some patients who fail to get well are done 
irreparable injury. They seem to make 
down-grade progress more rapidly than is 
usual with untreated cases. When such 
effects are observed it becomes more desir- 
able than ever that we discover newer and 
better criteria for the shock treatment of 
schizophrenics. The urgent need at present 
is not so much for newer modes of treat- 
ment, but for an improved choice of pa- 
tients with our present methods, so that 
failures and deleterious effects can be more 


generally avoided. With a better ability to 
choose our patients for treatment the dis- 
covery of newer techniques will automati- 
cally lead to better results. 

Shock therapy has been, and continues to 
be applied on a purely empirical basis. There 
is no known rationale for its use. The eti- 
ology of the diseases we treat is obscure, and 
the causal connection between the effects we 
produce and the results we obtain is hardly 
clear. Under such conditions humility would 
seem to be in order, caution a virtue, objec- 
tivity a worthy goal, and further investiga- 
tion an urgent necessity. 
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COMPLICATIONS IN ELECTRIC SHOCK THERAPY ' 
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The complications arising in the course 
of electro-convulsive therapy fall into three 
general categories: (i) those due to the 
action of current on brain tissues; (ii) those 
referable to the neuronal discharge occa- 
sioned by the current, and (iii) those ap- 
pearing in the skeletal and cardiorespiratory 
systems as by-products of the convulsion. 


CoMPLICATIONS DUE TO THE ACTION OF 
CURRENT ON BRAIN TISSUE 


The nature and duration of a current, and 
the resistance of the tissues traversed, are of 
first importance to the effect produced. The 
impedance offered by the head to the pas- 
sage of an alternating current is a func- 
tion of many variables: the nature, form 
and application of the electrodes, the fre- 
quency of the current, and the relative im- 
pedance of the integument and of deeper 
structures. 

Between electrodes applied bi-temporally 
the lines of force representing the current 
density probably follow a fusiform pattern 
(Jaffe(1); Sulzbach, Tillotson, Guillemin 
and Sutherland(2) ; Alexander and Lowen- 
bach(3)). The exact configuration of this 
spindle is a function of the current fre- 
quency, wave form, and intensity at the 
points of electrode contact. 

After an electric shock just strong enough 
to produce convulsion in the cat, Moore(4) 
found no hemorrhages such as appeared (in 
the current path, not scattered through the 
brain) following his application of stronger 
currents. In the experiments of Morrison, 
Weeks and Cobb(5) on cats, rabbits and 
guinea pigs, alternating current produced 
constriction of pial vessels, slowing of blood 
flow, and shrinkage of the ganglion cells; 


1 Published with permission of the Medical Di- 
rector, Veterans Administration, who assumes no 
responsibility for the opinions expressed or conclu- 
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edema, congestion and hemorrhages were 
found. Also in Langworthy’s(6) rats, alter- 
nating current commonly produced central 
These were 
attributed either to the marked venous con- 
gestion occurring with the shock, or to the 
sharp rise in blood pressure immediately 
following. 

From numerous reports in the literature 
we quote three typical examples of animal 


nervous system hemorrhages. 


experiments expressly designed to simulate 
the conditions that obtain in the 


shock therapy of human subjects. 


electric 


Lidbeck 


and found minimal effects: a single perivas- 
y thrombi in 
I animal, shrinkage and ischemia of ganglion 


cular hemorrhage and capillary 


cells near the site of electrodes in the other 
2. A series of 15 cats reported by Alpers 
and Hughes (8) sustained more damage: 
subarachnoid hemorrhage in 10, hemorrhage 


1 


of the brain in 8 (7 punctate, I more ex- 
tensive). Neubuerger, Whitehead, Rutledge 


and Ebaugh(g) shocked dogs at 3- to 5-day 
intervals, using 80 volts, 200 milliamperes, 
and a 0.15 second duration. They found 
paling, swelling, tigrolysis and vacuolation 
of the nerve cells, most pronounced in the 
cortex along the current pathway; glia and 
microglia revealed slight proliferation. In 
some brains the meninges, cortex and peri- 
ventricular dilata- 
tion and minute hemorrhages, but the com- 


areas showed vascular 
moner pathological changes were regarded 
as reversible. 

In human subjects following electric shock 
therapy, histopathologic findings have been 
reported after necropsy in a few instances. 
Lesions similar to those cited above from the 
experimental work of Neubuerger and as- 
sociates, were reported by Ebaugh, Barnacle 
and Neubuerger(10). Their cases were two 
57-year-old patients: one died 14 hours after 
the 12th grand mal; the other, immediately 
after the 1st grand mal which was produced 


194 


by 
tien! 
degt 
ciall 
ves! 
up} 
cha 
pat 
the 
we 
an 
th 


| 

A 
ti 
= t 
(7) administered 14 to 16 shocks to 3 dogs ‘ 


Were 
its, alter- 
l central 
‘Se were 
OuS Ccon- 
r to the 
1ediately 


terature 
animal 
simulate 
electric 
_idbeck 
3 dogs 
eTIVAS- 
ym bi in 
anglion 
e other 
Alpers 
image: 
rrhage 
Tre 
itledge 
5-day 
iperes, 
found 
lation 
in the 
a and 
1. In 
peri- 
lilata- 
com- 
arded 


shock 
been 
nces. 
n the 
l as- 
nacle 
two 
after 
ately 
uced 


1940 | L. LOWINGER AND 
by the 3d shock. The brains of these pa- 
tients showed diffuse shrinkage and ischemic 
degeneration of cortical nerve cells, espe- 
cially over the tops of the convolutions, with 
several small areas of destruction of blood 
vessels; there was proliferation of all glial 
elements, astrocytes being increased in the 
upper and deeper cortical layers. The 
changes were slightly more marked in the 
pathway of the current, but not limited 
thereto. The reporters stated that the lesions 
were not serious, that many were reversible, 
and that they were due to the electric shock 
therapy and its convulsive seizures. 

In one of two necropsies reported by 
Alpers and Hughes(11) a 45-year-old pa- 


tient, who died 2 months after receiving 
62 shock treatments, had many punctate 
hemorrhages of various ages as well as 


foci of perivascular edema and necrosis in 
the cerebral cortex, cerebellum, basal ganglia 
and medulla. Also present were broncho- 
pneumonia, marked fatty degeneration of 
the liver, cholecystitis and cholelithiasis. 
Their 2d patient was one with advanced 
arteriosclerosis who died at the age of 79, 
five months after the last of 6 electric shocks. 
In this instance there were found, chiefly 
in the white matter, scattered areas of old 
perivascular hemorrhage, gliosis, fibrosis and 
rarefaction. Again the cerebral findings were 
attributed directly to the effects of electro- 
shock. 


CoMPLICATIONS REFERABLE TO THE NEU- 
RONAL DISCHARGE; ELECTROENCEPH- 
ALOGRAPHY 


While a convulsion consequent to dis- 
charge of the pyramidal motor neurons is 
the predominant feature of the therapy, evi- 
dence abounds that other cellular structures 
may be excessively stimulated or impaired. 
Thus, Urquhart(12) offered evidence of pos- 
sible effects of electroshock at the autonomic 
level. Currents passed between the nasal 
cavity and the atlanto-occipital ligament of 
rabbits stimulated the vagus center and con- 
sequently slowed the heart, unless the in- 
hibitory fibers were controlled by atropin. 
Excitation of medullary centers was suc- 
ceeded by their profound inhibition for a 
period following the breaking of the current. 

It is not unreasonable (Jetter(13)) to as- 
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sume that rarely the cardiac and vasomotor 
nervous control in man may be irritable 
enough to bring about sudden death after 
transcerebral stimulation by a relatively weak 
current, without any pre-existing cardio- 
vascular disease. 

An exceptional response of the vegetative 
system to cerebral shocking is postulated by 
Nussbaum(14) to explain the death of a 
42-year-old schizophrenic after 60 electro- 
shocks, many of which had given petit mal 
responses. Immediately following the course 
she was in fairly good condition, but lost 
weight rapidly to a point of severe emacia- 
tion, suffered from abscesses, and developed 
trophic changes of fingers and toes; death 
occurred 2 months after therapy ended. 

A shock-induced seizure is exceptionally 
followed by status epilepticus. Mechanisms 
aroused by the current have failed to halt 
as usual, and shock therapy must be dis- 
continued. The added response of a center 
not ordinarily reacting to shock currents 
could account for Gralnick’s(15) case of 
post-shock status complicated by fatal hyper- 
pyrexia. 

A picture of manic delirium, which may 
terminate fatally, has been described by 
Bingel(16), and Kris(17), in certain cases 
of catatonic dementia precox. 

Cortical or subcortical organic effects may 
be correlated with the changes generally seen 
in the emotional response of depressed pa- 
tients. Indirectly these changes may intro- 
duce a danger of the depressed becoming 
more prone to self-destruction. Some pa- 
tients resist shocking and will elope. 

Reversible or irreversible central nervous 
system changes must accompany the am- 
nesia characteristic of the usual shock-in- 
duced organic syndrome (Kalinowsky (18) ). 
Myerson(19) submits that amnesias may re- 
flect swelling, or punctate hemorrhages. 
Most investigators (e. g., Smith, Hastings 
and Hughes(20) ; Levy, Serota and Grinker 
(21)), report that memory impairments are 
restored in from a few weeks to 9 months. 
Their duration and severity vary with the 
number of electroshocks given. 

The nearest approach to measuring 
changes in the brain is by electroencephal- 
ography. Pacella, Barrera and Kalinowsky 
(22) found that the intensity and duration 
of electroencephalographic abnormalities 
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were related directly to the number of elec- 
tric shocks administered. Patients subjected 
to a series of from 7 to 12 convulsions 
showed records in which all abnormally slow 
waves disappeared after 1 to 3 months. In 
70 percent of patients who had had 13 to 
22 convulsions, the abnormally slow waves 
disappeared 2 to 6 months after termination 
of therapy ; in the others, slow potentials still 
persisted at the end of 6 months. These 
authors commented that while the electro- 
encephalographic abnormalities are largely 
reversible, this does not necessarily mean 
that any cellular changes are correspondingly 
reversible. 

In this clinic the EEG signs of abnor- 
mality have developed generally between 
the 5th and roth grand mal. They have been 
of the most varied nature, from a slight slow- 
ing and an increase in amplitude to a dif- 
fusely disorganized pattern with sharp and 
slow waves appearing at random under all 
leads. These disturbances have tended to dis- 
appear within a month after the last treat- 
ment. 


CoMPLICATIONS DUE TO THE CONVULSION: 
SKELETAL; CARDIAC, ALSO WITH 
CURARE; PULMONARY 


Long bones are seldom fractured by the 
convulsion; compression fractures of verte- 
bral bodies are common. Fracture rates for 
the humerus range from Taylor’s(23) 0.26 
percent in 1133 cases, to Evans’(24) 4.0 per- 
cent in 50 cases over the age of 50. Femur, 
acetabulum, scapula, ribs and vertebral proc- 
esses are rarely fractured. 

The greatest variation exists among re- 
ports of compression fractures of vertebral 
bodies. Taylor found 0.5 percent, X-raying 
only the few patients who complained of 
post-shock back pains. Horwitz(25) X- 
rayed every patient after his shock course 
and found a 20 percent rate. 

In the first 252 electroshock cases at this 
Facility, any complaint of back pain was 
followed up by a spinal X-ray; 13 cases, or 
5.2 percent, showed one or more vertebral- 
body compressions. Shocking was then dis- 
continued. This practice may be unwise, 
since some patients with compressed frac- 
ture, which tends to occur early in a course 
of convulsive therapy, are evidently going 
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through their treatments without complaints, 
“Silent” compressions will not appear in 
statistics unless every spine is X-rayed after 
a course. If compressions generally are as 
common as in Horwitz’ 20 percent of all 
cases, then in this clinic and elsewhere there 
will be up to 15 percent of undetected asymp- 
tomatic compression fractures in addition to 
the 5 percent detected because of symptoms, 

Worthing and Kalinowsky(26) followed 
up 8 cases, 2 years after severe compressions 
had been shown by X-ray, without finding 
anything of consequence by radiologic, ortho- 
pedic or neurologic examination. Neuro- 
psychiatrists seem to agree that electroshock- 
induced spinal compression fractures have no 
clinical significance, offer no threat to the 
spinal cord, and do not interfere with heavy 
muscular effort. 

Dislocations of the mandible were men- 
tioned in the earlier reports. Better tech- 
nique in holding the jaw seems practically 
to have eliminated this complication. A more 
troublesome though rarer accident has oc- 
casionally been seen in forward dislocation 
at the shoulder. Although some operators 
obviate this by applying strong manual pres- 
sure backward over the head of the humerus, 
this pressure may also increase the risk of 
humeral fracture. 

The profound changes in the general cir- 
culation that accompany grand mal, together 
with the latter’s violent muscular exertion, 
put a strain on the heart that can prove 
dangerous in the presence of any weakness, 
especially liability to coronary complications. 
Two cases of Jetter’s(13) are illustrative. 
Advanced coronary arteriosclerosis was 
found in a patient 61 years old, who died a 
few minutes after his 8th convulsion. A 23- 
year-old man died several hours after the 8th 
convulsion of a second course, from rapidly 
progressing heart failure; he was found to 
have an acute myocarditis and acute glomer- 
ulonephritis. Delayed circulatory failure ac- 
counted for a death reported by Gralnick 
(15); this seemed due proximately to 
asphyxia in the presence of acute edema of 
the lungs, and brain, 2 days after the 2d con- 
vulsive treatment of a 35-year-old man. 

At this hospital we observed several shock- 
treated patients with a mild or moderate 
arterial hypertension that tended, while vary- 
ing, to show net increments from week to 


_ 

week 

tient 

elec 

this 

mal 

thet 

befc 

of 

pre 

wa 

on 

olc 

ou 

tri 

se 

tic 

el 

sl 

sl 

(a) 

4 

t 

] 

| 

} 


[ Mar, 


mplaints, 
ppear in 
ved after 
ly are as 
nt of all 
ere there 
d asymp. 
dition to 
‘mptoms, 
followed 
oressions 
finding 
c, ortho- 
Neuro- 
roshock- 
have no 
t to the 
h heavy 


re men- 
tech- 
actically 
A more 
has oc- 
location 
erators 
al pres- 
imerus, 
risk of 


ral cir- 
gether 
ertion, 
prove 
ikness, 
ations. 
rative. 
was 
died a 
A 23- 
he 8th 
apidly 
nd to 
omer- 
re ac- 
ulnick 
y to 
na of 
-con- 


10ck- 
erate 
vary- 
‘k to 


LOWINGER AND J. H. 


HUDDLESON 


597 


1940] 


week or from shock to shock. All these pa- 
tients had exhibited a clinical picture, an 
electrocardiogram, and a heart X-ray (when 
this had been taken) close enough to “nor- 
mal” to permit the undertaking of shock 
therapy. Several courses had to be stopped 
before their anticipated conclusion, because 
of alarming rises in systolic and diastolic 
pressure. 

The question of whether cardiac damage 
was caused by the shocking was raised in 
only one of our hypertensives. This 48-year- 
old schizophrenic completed one course with- 
out accident, and with some benefit psychia- 
trically. Relapsing later, he was given a 
second course, also unmarked by complica- 
tions. His pressure remained moderately 
elevated, 150/90 to 160/100 (after the final 
shock it had risen momentarily from a pre- 
shock of 160/100 to a post-shock reading 
of 220/130). He died of coronary occlusion 
4 months later. No one ascribed this death 
to shock therapy, but some remote causal 
connection is not beyond possibility. 

Curare has been used to mitigate the se- 
verity of convulsions, particularly in the 
poorer cardiac risks. While it does remove 
the load imposed on the heart by violent 
muscular activity, in some other manner it 
may raise the chances of heart failure. In a 
detailed study of blood pressure, pulse and 
respiratory phenomena accompanying cu- 
rare-protected convulsive shock, Woolley 
(27) noted great variability in circulatory 
and respiratory reactions, sometimes of ex- 
treme degree during and subsequent to the 
seizure. Sharp fluctuations occur also with- 
out curare; but the observation that severe 
drops in blood pressure, pulse and respira- 
tion were promptly controlled by the ad- 
ministration of prostigmin or adrenalin sug- 
gested that curare played an important role 
in producing them. 

Deaths have resulted from the use of cu- 
rare. Cash and Hoekstra(28) reported one 
in a 47-year-old man 2 hours after the 5th 
curare-modified grand mal, with the subse- 
quent finding of marked coronary sclerosis 
but no myocardial involvement. Ziskind and 
Ziskind(29) reported that of a 50-year-old 
patient with a history of hypotension, pulse 
irregularity and cyanosis, who died one day 
after the 2d electric shock with curare. It 
is not yet clear whether curare adds more 
hazards than it subtracts. 


Pulmonary vulnerability is an established 
fact in electric shock therapeutics. Inactive 
tuberculosis has been activated (Hemphill 
(30) and others). Pneumonia and lung ab- 
scess, both in part probably consequent to 
accidents of aspiration, seem to occur oftener 
than expected. Evans reported an instance 
of pneumonia beginning 2 days after a shock 
treatment and ending fatally 36 hours later, 
although he did not charge this complication 
to the therapy. In an unreported case, symp- 
toms of broncho-pneumonia began 10 or 
12 days after, and ended fatally 24 weeks 
after a shock course; similarly this death 
was not ascribed to the therapy. In one 
of our cases, symptoms diagnosed as those 
of pulmonary abscess appeared a month after 
the course was ended. This clear interval 
seemed too long to allow connecting the 
abscess with the treatment, although it could 
have been construed as a complication. 

Reluctance to connect pulmonary or other 
accidents with the therapeutic program has 
probably contributed to its low mortality 
rate. Jetter(13) noted 1.2 deaths per thou- 
sand in 2500 cases; the comprehensive re- 
port of Kolb and Vogel(31), only 0.5 per 
thousand in 7200. 


SUMMARY 


Therapeutic electric shocks produce some 
reversible cortical changes, probably together 
with some irreversible neuronal degeneration 
and gliosis. The typical memory losses are 
generally recoverable, and the diversified 
EEG disturbances tend to disappear in sev- 
eral months. 

According to reports in the literature, the 
neuronal discharge may have other effects 
than the intended grand mal: cardiac arrest, 
autonomic disorders, status epilepticus, or 
manic delirium. 

Regardless of operating technique, re- 
ported rate of compression fracture of a 
vertebral body vary from 0.5 percent of 
cases, to 20 percent with routine X-raying. 
Many compressions will remain undiscov- 
ered unless spines are routinely X-rayed 
post-shock. Compression spinal fractures 
are clinically inconsequential. The humerus, 
or more rarely some other bony structure, 
is occasionally fractured; to these instances 
the technique of shocking seems relevant. 

Dislocation at the shoulder or mandibu- 
lar joint should be technically preventable. 
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Arterial hypertension may be aggravated 
by electroshock, and myocardial insuffi- 
ciencies can lead to a fatal outcome. Curare 
attenuates the convulsive violence but may 
add new dangers; its drawbacks are still 
under scrutiny. 

Aspiration during the coma has _ been 
deemed responsible for complicating lung 
abscesses. Liability to pulmonary complica- 
tions probably has other unknown causes. 
Post-shock pneumonias have not always 
been charged to the therapy. The published 
mortality rates appear over-optimistic. 
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DISAPPEARANCE OF PAINFUL PHANTOM LIMBS AFTER 
ELECTRIC SHOCK TREATMENT * 


J. E. PISETSKY, Captain, M.C., A. U.S. 
Veterans Administration Facility, Roseburg, Oregon 


The treatment of the phantom limb syn- 
drome has generally represented a problem 
of major proportions. Most forms of therapy 
have had little effect on the abolition of the 
painful concomitants of the phantom limb. 
Both medical and surgical procedures, such 
as repair of the stump, removal of a neuroma, 
spinal anesthesia, rhizotomy, chordotomy, 
sympathectomy, injection of alcohol or of a 
solution of procaine hydrochloride either 
into the nerves or into the neuroma or into 
the thoracic sympathetic ganglion, x-ray 
therapy of the spinal cord or spinal nerve 
roots, and physical therapy to the stump, 
have proven to be of variable and unpredict- 
able value. White(1) recently concluded 
that some of these procedures may be decid- 
edly harmful. He also cites the fact that Van 
Wagenen recently treated a patient who had 
endured forty-five operations for chronic 
osteomyelitis and had finally lost a leg 
through amputation; the severe phantom 
limb pain which was present yielded to bilat- 
eral frontal lobotomy. The success of de 
Gutierrez-Mahoney(2) in the treatment of 
a painful phantom limb through resection of 
the postcentral cortex ‘is also noteworthy. 
This author noted that a patient with a pain- 
ful phantom limb experienced a remission in 
his symptoms after a convulsive seizure. 
This interesting clinical finding served as the 
basis for our present research. The use 
of electric shock therapy suggested itself 
as a method for the controlled administra- 
tion of a convulsive seizure to produce the 
effect, more protracted if possible, which de 
Gutierrez-Mahoney had observed. 


Case Report(3) 


Patient is a 55-year-old white male who was 
employed as a brakeman and fell from a moving 
train in 1939. Both legs were badly mangled and 


1 Published with the permission of the Medical 
Director, Veterans’ Administration, who assumes 
no responsibility for the opinions expressed or 
conclusions drawn by the author. 


infection set in so that repeated painful operations 
had to be performed, which eventuated in the 
amputation of both legs below the knees. A psy- 
chesis of the involutional melancholia type was 
precipitated by this accident. He was depressed, 
harbored ideas of self-destruction, and was agitated, 
irritable and emotionally unstable. He continually 
complained of pain in both feet of the missing legs. 
Although the amputations had been at a level below 
the knees, he felt as though the toes and heels 
itched and the soles of the feet burned ; occasionally 
the feet felt hot and cold, as they did in years 
gone by when, as a brakeman, he had been exposed 
to the cold and had often frozen both feet. These 
pains constantly recurred and caused him much 
discomfort and pain, so that he thrashed about 
in bed, cursed and expressed a wish to die. 

Occasionally, while lying in bed, he had choreatic 
jerkings of both legs, which he could not control. 
The stumps were generally painful, but he could 
walk about on them during an attack-free period. 
Neuromata were never palpated. He refused to 
wear artificial limbs, because he claimed they would 
hurt him too much. His prepsychotic history 
indicated that for years he was nervous and 
maladjusted. 

On July 11, 1944, electric shock treatment was 
instituted but he had his first good grand mal 
seizure on July 15, 1944, during his second treat- 
ment. On August 7, 1944, when he was questioned, 
the sensation of the phantom limb was still present. 
However, on August 9, 1944, a marked change 
in his personality was noted and for the first 
time in years the patient smiled, he was euphoric 
and asked for his artificial limbs. He now admitted 
that the phantom limb had disappeared but he 
had not been conscious and aware of its disappear- 
ance. At that time he had experienced seven good 
grand mal seizures. Patient now presented a fairly 
marked hypomanic reaction and exhibited an un- 
usual exuberance and an elevation of mood. His 
self-recriminations, agitation and suicidal rumina- 
tions all had disappeared, and he became less 
sensitive to noises; whereas previously he had 
cursed loudly when he heard music or the news 
over the radio, he actively went over to the radio 
to listen to it. He also displayed an interest in 
the other patients and for the first time in five 
years he wrote a letter home. Of the phantom 
limb, there remained only a painless “drawing,” 
particularly located in both popliteal spaces, which 
responded partly to whirlpool baths. There was no 
evidence of the choreatic jerkings which had been 
a prominent aspect of the previous syndrome. The 
itching and burning sensations had also subsided. 
Now a year after the institution of treatment, he has 
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been able to wear artificial limbs, which he previ- 
ously rejected vehemently because of the unbearable 
pain, but now he hardly has any complaints. 


Discussion 

It is a matter of common knowledge that 
electric shock therapy is beneficial in the 
treatment of the affective psychoses, particu- 
larly of involutional melancholia. Kali- 
nowsky (4) and others have noted high rates 
of improvement, up to 86% of their cases. 
The improvement in the emotional response 
in our patient was not as remarkable as the 
disappearance of the painful phantom limb. 
This phenomenon has hardly been reported 
previously. It is not obvious how the few 
convulsions produced a cessation of pain, but 
the opinion has recently been expressed that 
a “convulsion extinguishes all functions 
which find expression as personality, and in 
the immediate postconvulsive state the vege- 
tative processes only continue.” A memory 
defect of varying intensity and varying dura- 
tion lasting from hours to months frequently 
follows, associated with a mitigation of the 
psychotic symptoms, but it can hardly be 
surmised that the disappearance of the phan- 
tom limb could necessarily be explained on 
a mnemonic basis. It may be true that a good 
deal of time may elapse after a convulsion 
before the reintegration of neurological 
and psychological functions, including the 
reestablishing of cognitive, expressive and 
associative abilities. The concept, not en- 
tirely proven, that electric shock treatment 
produces cortical damage cannot be entirely 
accepted in view of the fact that disturbed 
paretics with definite organic cerebral pa- 
thology have manifested improvement after 
electric shock treatmefit. Selinski(5) relates 
improvement in electric shock therapy to 
changes in the oxygen-carbon dioxide ratio, 
changes in the vascularity of various brain 
areas, changes in blood pressure, velocity of 
blood flow, changes in the chemical contents 
of the blood and changes in the cellular struc- 
ture of the cerebral cortex as manifested by 
the changes in the electroencephalogram. 
This author also believes that electric shock 
jars the apathy or inertia which prevents the 
individual from facing reality. It is also his 
opinion that the “improvement is related to 
changes in feeling tone which includes mood, 
quality of perception, attitude toward self and 
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attitude toward the world, and awareness of 
capacity to feel the ability to do things.” It 
must be conceded that in all these respects 
our case manifested improvement. 

Strictly speaking a definite cerebral locali- 
zation for the phenomenon of the phantom 
limb has not been completely established. 
Many authors believe that peripheral factors 
outweigh the central in importance. Never- 
theless, Head and Holmes(6), Riddoch(7) 
and Gerstmann(8) predicate that the phan- 
tom limb is related to the sensory function of 
the parietal cortex. Head and Holmes ob- 
served the disappearance of a post-amputa- 
tion phantom foot following a lesion of the 
opposite parietal cortex. In this connection, 
the neurosurgical innovation of Mahoney (2) 
is worthy of more detailed mention. This 
was based particularly on the study of a case 
of a man who had injured several fingers of 
the right hand and an extremely painful 
phantom limb appeared. The patient also 
suffered a partial paralysis on the right side, 
but there was no change in the phantom limb. 
He later experienced a few convulsions and 
in the post-convulsive period the phantom 
limb pain disappeared for a day but it re- 
turned. After a subpial resection of the 
contralateral postcentral cortex correspond- 
ing to the missing appendages, the phan- 
tom limb and the pain disappeared com- 
pletely. This work seemingly confirms the 
original observation of Head and points to a 
cortical projection for the phantom limb 
manifestations. The time is not yet at hand 
for conclusions to be drawn on the effects of 
electric shock on the function of the post- 
central sensory cortex or the parietal lobe. 

There are some who believe that psycho- 
surgery as represented by frontal lobotomy 
and electric shock therapy produce “blanch- 
ing of the emotional coloring connected with 
obsessive ideas, relief of tension and certain 
unpleasant organic side effects, such as unre- 
strained behavior and impaired judgment.” 
lf this be accepted as a modus operandi for 
these two forms of treatment then their ap- 
plication to the elimination of the painful 
phantom limb is a logical one. 

Randall, Ewalt and Blair(9), who recently 
studied the psychiatric reaction to amputa- 
tions suffered by 100 men in the service 
conclude that the “individual’s total reaction 
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to injury and his adjustment to it are of 
sreater importance to his future usefulness 
and comfort than any sensations that seem to 
come from his missing member.” These 
authors are to be commended for this atti- 
tude, but they also indicate that there was 
a high incidence of psychopathologic con- 
ditions in their group, and although 95% 
had phantom limb sensations only one was 
painful. It must be borne in mind that they 
studied early reactions to the loss of a limb 
before the individuals had attempted an 
economic or social adjustment. These facts 
are significant because those who have sought 
treatment have been considered neurotics, 
many of whom reputedly belong to the obses- 
sive type. With the presence of numerous 
psychopathologic determinants in the early 
stages of their readjustment, it may be pre- 
dicted that depressive and other trends would 
appear together with a more disturbing form 
of the painful phantom limb. Particularly in 
those cases where the psychotic level would 
be reached, the application of electric shock 
therapy might be indicated. 

At times it has appeared that the “burning 
and itching’”’ experienced by our patient was 
actually causalgic in type and that a painful 
phantom limb actually was a phantom limb 
with a superimposed causalgic component. 
Special attention was not paid to the temper- 
ature and skin characteristics of the patient’s 
stumps. He was able to use them to get 
about in his relatively: rare symptom free 
moments and the stumps were “callused.” 
Inasmuch as de Takats(10) recognizes a 
peripheral and a cortical sensory level for 
the causalgic state, then in the treatment, the 
cortical level must also be considered. In 
this regard it is interesting to note that after 
the completion of the electric shock treatment 
the patient no longer noted the “burning and 
itching”’ or the causalgic element ; the “draw- 
ing” which remained might be accepted as 
a causalgic residual. 

Of practical importance is the fact that 
after a period of more than five years during 
which the thought of artificial limbs would 
make the patient yell with fear and would 
recall painful memories of the discomfort 
endured when soon after his stumps finally 
healed he had attempted to use artificial legs 


and had rejected them vehemently because 
of the painful phantom limbs, he was now 
able to walk about with comfort. The uplift 
to his morale was considerable when he 
finally did use his “limbs.” His improvement 
has continued now for over a year and 
although his hypomanic reaction has levelled 
off a little, he is still very enthusiastic. 
Specifically this form of treatment would 
be recommended in selected cases, only where 
markedly depressive trends and suicidal ten- 
dencies would accompany an especially pain- 
ful phantom limb, and where other forms of 
treatment had proven ineffectual. Further- 
more, all the physical prerequisites for elec- 
tric shock treatment would have to be met. 


SUMMARY 


A 55-year-old male with an involutional 
psychosis precipitated by the traumatic loss 
of both legs with very painful phantom limbs 
was treated with electric shock. An improve- 
ment in the psychosis and a disappearance of 
the painful phantom limbs resulted. The 
mechanisms involved were discussed and 
relations to the causalgic state intimated. 
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EXPERIENCES WITH THE PHARMACOLOGIC SHOCK THERAPIES 


IN THE “PSYCHOSES” IN MILITARY PERSONNEL 
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, JAMES F. DORSEY, Captain, M.C., 


J. M. LAUGHLIN, Captain, M.C., A.U.S., 
AND 


HUGH E. KIENE, Mayor, M.C. 


The use of shock treatments for psychoses 
in the European theater of operations was 
first authorized in 1943. The present report 
deals with our experiences with cases treated 
with either electroshock or insulin shock. 
We are making no attempt to review the vast 
literature which has been done 
(Tennent 1944; Cook 1944). 

Case Material—The case material con 
sisted of patients received before the begin- 
ning of active combat in France. Few of the 
original group had seen combat in Africa or 
Sicily, and as a group they were considered as 
garrison soldiers. The cases were chosen for 
treatment without regard for the duration of 
military service, but rather with a view to 
obtaining improvement in their mental con- 
dition. The authors are conscious of the fact 
that the diagnoses in these patients were 
principally based on their presenting picture 
when seen at this hospital, and that they 
sometimes differed from the schizophrenic 
patients seen in civil practice. The following 
case histories are presented to exemplify 
these variations : 


elsewhere 


Case 1.—The soldier was a 23-year-old white 
male with 2 years of military service. He was first 
admitted to a hospital with complaints of epigastric 
distress, fatigue and fears about the state of his 
health. He had been dis¢harged from another hos- 
pital a few days before, but there was no record of 
his diagnosis at that hospital. A complete medical 
workup revealed no organic basis for his ccm- 
plaints. The patient continued to complain and, 
although he was treated with psychotherapy and 
hypnosis, did not improve. Eight days after admis- 
sion, he made some superficial cuts on his wrist with 
a razor and was transferred to this installation. On 
admission here, he was fearful of dying, thought 
that other patients were talking about him, and that 
they could control his mind. He stated that he was 
doing more harm than good in the world and 
wanted to kill himself. There were numerous 
somatic delusions, including the feeling that his 
skin “smelled dead,” and that when he thought of 
the devil he felt a flush of heat over the skin. His 
insight and judgment were poor, and he was classi- 
fied as a dementia precox, paranoid type. 
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Case I exemplifies two common character- 
istics of this group. The initial history re- 
ceived from other hospitals was that of an 
anxiety neurosis which rapidly progressed 
to a psychotic-like picture, in this case, over 
an 8-day period. In many instances there 
was a history of a prepsychotic personality of 
the schizoid type, but there was an appreci- 
able number who did not have such person- 
alities. During the phase of psychotic-like 
behaviour, the somatic complaints which ‘ini- 


tiated the episode disappeared. A small num- 
ber demonstrated a similar onset which arose 
while the patient was in combat in Africa or 
Sicily. 


In case 2, the neurotic episode was 


classified as a traumatic neurosis: 
CAsE 2.—The patient was a 30-year-old white 
male serving in the paratroopers. He was in combat 
in Af complained of various 
somatic Co! 1943. He felt 
ate, he had frontal 
his chest, abdominal 
was in action soon 
after and was knocked out by a nearby explosion. 


rica and Sicily, and first 
ic nplaints on December 6, 
jumpy, his ears rang when he 


headaches, a crushing feeling in 
distress and constipation. He 


He was then seen in a battalion dispensary where he 
had the same complaints and was diagnosed as a 
On December 18 he was trans- 
ferred to a general hospital where he was confused, 
and complained that charges of electricity were 
placed in his body. He also felt that he was a 
prisoner, that other patients talked about him, that 
an officer was a German in disguise, and that his 
drugged. He was evacuated to 
England through several hospitals, and when he 
was seen in this hospital in February, he was 
severely blocked, expressed the same paranoid ideas 
and bizarre somatic delusions. He had no gastro- 
intestinal complaints or head pains. 


traumatic neurosis. 


cigarettes were 


This patient demonstrated the common 
finding that, unlike the neurotic picture, the 
psychotic-like picture usually remained fixed 
when it appeared. In the cases which re- 
sponded to therapy with a disappearance of 
the psychotic symptoms, there was no recur- 
rence of the neurotic complaints. Miller 
(1940) described a similar experience in civil 


practice. In his cases there was an initial 
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appearance of a neurotic pattern followed by 
the psychotic symptoms. When the latter 
disappeared during psychoanalytic therapy, 
the neurosis did not recur. A large number 
of our patients showed a considerable dis- 
turbance of their affect associated with un- 
doubted schizophrenic symptoms. Case 3 is 
typical of this group. 

Case 3.—The patient was admitted to the hospital 
on December 22 with a diagnosis of chronic ure- 
thritis. He was treated medically and first began to 
show mental symptoms on January 18. He was 
found lying in bed, extremely restless and jerking 
his body spasmodically and aimlessly. He was con- 
fused, incoherent, irrational and had sudden out- 
bursts of violent activity. He kept repeating, ‘“Re- 
peat three words after me, I love you,” and “put 
a thermometer in my mouth. That will tell you 
how I am.” He was transferred to this hospital 
and, on admission, was found to stutter markedly, 
was easily excited, and thought that other men were 
taking advantage of him. A few days later, he was 
found grimacing, smiling and constantly talking 
in either a stage whisper or a shout. At one time 
he took off his clothes and began to dance about 
and then suddenly began to curse and laugh. He 
failed to answer direct questions correctly, and 
could not concentrate on the simplest problems. He 
did not recognize this installation as a hospital, or 
the examiner as a medical officer. He was amenable 
to suggestion most of the time, but had episodes 
of violent homicidal behaviour. 


In this patient the onset of his maniacal 
behaviour was sudden and he failed to im- 
prove with routine care. The disorder of his 
affect was the principal symptom, but the 
ideational content expressed was entirely 
bizarre and dissociated from reality. Bleuler 
(1923) and Cobb (1941) have described 
cases with similar mixtures of schizoid and 
affective symptoms in civil life, and we have 
observed a fairly high percentage of these 
mixed cases. Ordinarily, we have classified 
them as dementia precox unless there was 
some history of prepsychotic cyclothymic 
behaviour and other symptoms of an affec- 
tive disorder. 

In summary, the following differences 
have been noted between the patients seen 
in civil practice and some of those found in 
the military personnel. (1) The schizo- 
phrenic picture was often preceded by an 
initial neurotic behaviour pattern precipi- 
tated by some situational change such as 
combat, leaving the U.S., etc. (2) The full- 
blown appearance of the dementia pracox 
came on in a relatively short time, usually a 


matter of a few weeks. There were very few 
cases which gave a history of a slow, insidious 
onset of symptoms over a period of years. 
(3) Many cases not included in this report 
showed a sudden complete remission from 
symptoms which might occur practically 
overnight after the symptoms had been pres- 
ent for weeks or months. (4) There were 
many cases with a proven duration of only a 
few weeks who presented symptoms which 
are ordinarily regarded as indicating deteri- 
oration. They were extremely untidy, uri- 
nated and defecated in their clothes, and al- 
most resembled a complete amentia in the 
depth of their regression. These so-called 
deterioration signs had no significance for 
the prognosis with treatment. (5) The 
clinical material in this group often had 
a disorder of affect associated with the 
schizoid symptoms. They were usually clas- 
sified as dementia praecox, and the diagnosis 
of manic-depressive psychosis was reserved 
for those cases which gave a good history 
of previous cyclothymic behaviour and other 
affective symptoms. 

The age distribution ranged from 18 to 
40. The patients were uniformly in good 
physical health, and even minor defects of 
the heart, lungs, skull or spinal column were 
sufficient to exclude a patient from treatment. 
The large bulk of the cases were in service 
from I to 2 years, and the range was from 
less than 1 year up to 16 years. Approxi- 
mately 95% of the cases were enlisted men, 
and the remainder officer personnel. There 
was no significant difference between their 
military rank and that of 300 consecutive 
neurotics passing through the hospital. 

Indications for Treatment.—The choice 
of electroshock (ECT) or insulin depended 
on a number of factors. ECT was recom- 
mended in the following groups: (1) manic- 
depressive psychosis with prominent affect 
disorders; (2) schizophrenics with large 
component of affect disorder; (3) many 
patients diagnosed as dementia precox were 
treated with ECT because of a lack of suf- 
ficient personnel to give insulin shock treat- 
ment; and (4) the acutely disturbed demen- 
tia pracox patients were often treated with 
2 to 4 electric shocks which lessened the dis- 
turbed behaviour and made them more amen- 
able to insulin shock treatment which was 
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then instituted. Insulin shock as a rule was 
recommended for dementia precox. If time 
permitted, those who were complete failures 
with insulin were treated with ECT, and 
vice-versa. Frequently improvement would 
be obtained. 

The usual case required either 10 ECT 
shocks or 20 insulin comas to produce a re- 
mission. We have felt that therapy should 
be continued as long as the patient showed 
improvement, and we have given either 2 
ECT shocks or 5 insulin comas, after they 
had reached their maximum improvement. 
If there was no remission with 10 ECT 
shocks or 20 insulin comas, treatment was 
usually terminated. A number of cases were 
incompletely treated because they were pre- 
maturely evacuated to the United States. 
These cases are not included in this report. 

Technique—The electroshock in- 
duced with an Ediswan machine which was 
regulated to deliver 250 milliamperes, at 
voltage ranging from 60 to 150, and the time 
ranged up to I second. The usual dosage 
was between 100 and 140 volts, and the time 
varied from 0.1 to 0.3 second. The tech- 
nique of holding the patient to prevent frac- 
ture of the vertebra was manual restraint in 
which the patient was placed on a flat table 
with a small sandbag under the dorsolumbar 
junction, and manual pressure was exerted 
on the pelvic and shoulder girdles to main- 
tain the opisthotonus. X-ray examination of 
two series of 81 and 61 consecutive cases 
after treatment failed to show any evidence 
of spinal fracture. A small amount of curare 
was made available to us through the kind- 
ness of Squibb and Company. The curare 
was administered according to the technique 
of Bennet (1940). dt was used as a pre- 
medication in three cases in which it was 
essential to “soften” the seizure. These were 
psychotics in which the following complica- 
tions existed: (1) chronic dislocation of the 
jaw; (2) recent fracture of the wrist; and 
(3) recently sutured wrist tendons due to 
a suicidal attempt. In each of these cases, 
the treatment with ECT was successfully 
completed without incident. 

It is generally agreed that the efficacy of 
the insulin shock therapy is dependent on the 
number of comas and the duration of the 
coma. In the present group, the factor of 
time was important because of the necessity 
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to evacuate them to the Zone of the Interior, 
The technique used therefore was that de- 
scribed by one of us (Goldfarb, 1943), in 
which the insulin was administered in divided 
doses. Insulin was administered intramus- 
cularly in half of the cases, and intravenously 
in the remainder. The average time required 
to produce the first coma was 6 days with 
the intramuscular route and 4 days with the 
intravenous. 

The blood patients 
treated with the intravenous insulin are pre- 
sented in Fig. 1. 


sugar curves of 2 
dosages were in- 
creased daily (Goldfarb, 1943), the first dose 
being 60 units in 5 portions, followed by an 
increase of 50 units daily. The onset of coma 


The 


is indicated by the arrow. It may be seen 
that the patients uniformly reached the hypo- 
glycemic level on the first day of treatment 
but that there was a spontaneous rise of the 
blood sugar after about 2 hours of hypo- 
glycemia. From the curves it is apparent 
that coma supervened after the blood sugar 
had been maintained at low levels for more 
than 2 hours. 

In half of the cases treated with insulin, 
each coma was terminated with 600 cc. of 
25% glucose per os. The patients were rou- 
tinely given 5 mg. of thiamine daily to obviate 
the onset of vitamin B deficiency symptoms 
(Goldfarb-Bowman, 1941). In the latter 
half of the cases, when ample quantities of 
intravenous glucose became available, the 
coma was terminated with 4o cc. of 50% 
glucose intravenously, followed by a feeding 
of grain cereal by mouth. Despite the frequent 
intravenous punctures for the administration 
of insulin and particularly the glucose solu- 
tions, we have had no cases of sclerosed 
veins. We believe the following technique 
of venapuncture accounted for the fact that 
this complication was not encountered. The 
veins in the anticubital fossa were punctured 
while the arm was at the same level as the 
heart, and after the termination of the in- 
jection, the arm was immediately elevated 
to the erect position. It was found that in 
cases who did not strain and struggle, the 
puncture wound healed without requiring 
pressure over the wound. The lumen of the 
vein remained widely patent and the con- 
centration of glucose at the site of the punc- 
ture was not high enough to set up a local 
phlebitis. The physiological principle of cir- 
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Fic. 1.—Blood sugar curves following insulin in- 
travenously. Dosage: Patient A; Curve 1—60 
units; curve 6—310 units; Patient B; curve 1—60 
units; curve 4—2I0 units; curve 6—3I0 units. 
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culation which permitted this technique is 
shown in Fig. 2. When the arm was at the 
level of the heart, the venous pressure ap- 
proximated 10 cm. of water higher than at- 
mospheric pressure. Elevation of the arm 
brought the site of the puncture wound about 
30 cm. higher than the heart, and the venous 
pressure fell to approximately 20 cm. of 
water below the atmosphere. There was 
no perivascular leakage of blood and the 
wound healed without requiring stagnation 
of the venous blood with its high local con- 
centration of glucose. 

Results and Complications.—The classifi- 
cation of the results of therapy presented 
many problems because there was no oppor- 
tunity for a follow-up after the patient left 
this installation. With this limitation in 
mind, we have classified the results in the 
following categories: (1) a patient was con- 
sidered to have made a complete remission 
if all the signs and symptoms of the psychosis 
had disappeared and he had achieved a good 
insight into the character of his illness; (2) 
if the patient improved either in his sympto- 
matology, general behaviour on the ward, 
or gained some insight into his illness, but 


Fic. 2.—Venous pressure changes in the antecubital vein with a change of position. 
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was not completely well, he was classified 
as improved; (3) the remainder of the 
patients were classed as no remission. 

The results of therapy with insulin shock 
and ECT are presented in Table 1. It may 
be seen that the remission rate with either 
ECT or insulin was approximately the same, 
79 and 77%. However, the percentage of 
complete remissions with insulin was slightly 
in excess of that with ECT. A small group 
of patients who showed no remission with 
either treatment, did achieve improvement 
when the other type of therapy was tried. 
The largest percentage of patients were clas- 
sified either as catatonic or paranoid de- 
mentia precox, and there seemed to be no 
significant difference in the remission rate 
of the various types. 


TABLE 1 
RESULTS OF SHOCK THERAPIES 


(In percentage) 


Complete No 
Therapy remission Improved remission 
33 44 23 
Insulin and ECT...... I2 60 28 


There were no fatalities in the present 
group. We have encountered 3 complica- 
tions. One patient sustained a comminuted 
fracture of the right humerus during electro- 
shock. The surgical care was entirely un- 
eventful and the patient had a complete re- 
mission from his mental symptoms. A 
second patient had a recurrence of a pre 
viously dislocated jaw during the first elec 
troshock. Treatment was successfully com 
pleted with the use of curare. One patient 
went into prolonged shock for 96 hours 
The complete report on this case has been 
published separately (Goldfarb, Laughlin, 
Kiene, 1944). He made an uneventiul re 
covery after the acute episode. 


DISCUSSION 


The neuropsychiatric casualties of World 
War 1 have been magnificently summariz 
in Volume X of “The Medical Department 
of the United States Army in the World 
War.” The reports from the various ho 
pitals described neurotic and psychotic sy: 
dromes with militar 


associated ordinary 
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life and combat which are identical with the 
material seen in this war. The conception of 
the war neurosis as a defensive mechanism 
was discussed on pages 370 to 378. How- 
ever, despite the fact that considerable spon- 
taneous remission occurred among the “‘psy- 
chotics,”” the cases were still considered to 
be similar to the civilian type of psychosis, 
Che following summary is quoted from the 
report of one of the installations: 

In the manic-depressive psychoses group, insofar 
as it was possible to obtain reliable information, 


35 had had a previous attack. It must be remem- 


bered, however, that the number of patients who 
had had previous attacks was undoubtedly greater, 
hart 


it as many of the patients were entirely inacces- 


sible, information in regard to this could not 
be obtained. The depressions predominated. .... 
Many of the patients presented a typical schizo- 
phrenic history, but were in an apparently normal 


condition and well adjusted. Some of them gave 
quite adequate explanations for their upset, such 
as nostalgia and worry over misfortune at home. 
Others stated that they had been unfairly treated 
in the Army. The eventual outcome appeared to be 
problematical. It was felt that the original diagnosis 
should be left unchanged. (Page 109.) 

both and 
combat, is a psychological traumatic experi- 
ence for many individuals. We have had the 
opportunity of observing the various mech- 


The military life, non-combat 


anisms of defense against traumatic experi- 


ences encountered in the Army, and since 
this installation received patients after they 


were screened in other hospitals, the psycho- 
the ex- 
of the 
psychological _re- 


logical reactions were necessarily 


tremely incapacitating ones. lecause 


close association of the 


sponse with the particular situational trauma 
t army life, it was not surprising that the 
he psychotic-like 
from those 


course and prognosis of the 
differed markedly 


| luval 


41) Geseribed the acute explosive 


ilitary 


ms 
and Hoffmann 
course 
personnel, 
we have noted the wing additional 
el n their response to shock treat 
the | mn mulit: lite 

e lett the 

ided to 
environ 


iry 


types 
th k 
itatonK 


ually 


fir 


19 
in 
4 
pit 
a 
tr 
Ww 
nt 
ti 
tl 
t 
( 
i 
I 


[ Mar, 


1 with the 
ception of 
nechanism 
"8. How- 
ible spon- 
the “psy- 
idered to 
»sychosis, 
from the 


up, insofar 
formation, 
be remem- 
ents who 
ly greater, 
y inacces- 
could not 
al schizo- 
ly normal 
hem gave 
set, such 
at home, 
ly treated 
ired to be 
diagnosis 


bat and 
experi- 
had the 
Ss mech- 
experi- 
d since 
er they 
psycho- 
the ex- 
of the 
cal re- 
trauma 
hat the 
tic-like 
n those 
ffmann 
course 
sonnel, 
jitional 
treat- 
life 
it the 
led to 
viron 
types 
shock 
atonic 
sually 


ting 


1946 | W. GOLDFARB, J. F. 


DORSEY, J. M. LAUGHLIN AND H. E. KIENE 


607 


in this respect that we included a group of 
4 cases in this report who were first hos- 
pitalized in an army hospital in Egypt over 
a year before they received insulin shock 
treatment. Of these 4 cases, only I improved 
with treatment. Although these numbers are 
not sufficient for any mathematical evalua- 
tion, a remission rate of 25% for cases of 
over a year duration is comparable with the 
reports of treatment in civilian cases; (3) 
the remission rate of 79% in the group 
treated with electroshock was far in excess 
of any remission rate reported for cases seen 
in civil population (Smith et al, 1943); (4) 
many of these cases diagnosed as dementia 
precox showed a predominance of the 
schizoid reaction with a mixture of a large 
affective component which was not character- 
istic of the average schizophrenic seen in civil 
life (Bleuler, 1923). 

The question of a situational precipitant 
was considered in these cases. In the bulk 
of the non-combat cases, the patients were 
in service for over a year. We therefore 
eliminated the factors of adjustment that 
they had to face when they entered the Army 
(Maskin and Altman, 1943). The soldier 
had already made his adjustment to the con- 
fining situation of the Army with its various 
social, economic and_ sexual limitations. 
However, numerous patients in our group 
showed the initial symptoms at the port of 
embarkation in the States, on the boat, or 
soon after they arrived in the European 
theater of operations. A history of many of 
these cases revealed, however, that their 
service in the States had been at a post near 
their home, or that they had taken their 
families with them to the vicinity of the post. 
In these cases, transfer to the combat zone 
produced the same psychic trauma of being 
alone that most soldiers first experienced 
when they were inducted in the Army. There 
was a considerable group of patients who de- 
veloped the psychotic reaction after some 
time in the European theater, but in whom 
there was a definite history of poor adjust 
theater 


ment throughout their stay im the 


lwo types of history were most frequently 


elicited The first was that of the soldier 
wl ki not adjust t thre ocial and sexual 
activit y ved by his fellow 
is thrown back upon 
e more and more seclusive 


This patient was usually conscientious,’ re- 
ligious and over-scrupulous. The second was 
that of the soldier who either created dif- 
ficulties, usually sexual, with the civil popu- 
lation in England, or had domestic difficulties 
with his family in the States since his depar- 
ture. The improvement of these cases with 
therapy was almost uniformly good. The 
efficacy of the shock treatment compared with 
the fact that the patients were going to be 
evacuated to the States was always a ques- 
tion. However, many of the patients were 
not informed of their disposition until treat- 
ment was terminated. The immediate im- 
provement which followed shock treatment 
usually influenced the examiners toward 
giving these patients the benefits of therapy. 


SUMMARY 


1. The case histories of psychotics in the 
military personnel, and the effect of the shock 
therapies was reviewed and analyzed. The 
response to treatment was found to differ 
markedly from the response observed in 
civil practice. 

2. Various modifications of technique were 
described and illustrated. 
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THE PHYSICIAN AND THE FEDERAL NARCOTIC LAW * 
H. J. ANSLINGER 


United States Commissioner of Narcotics, Washington, D. C. 


1. Types oF Narcotic DrucGcs COVERED 
y the law are 
those included within the classification opium, 


Narcotic drugs covered by 


salt, deriva- 
tive or preparation thereof. They include, 
alkaloids and salts of 


ca leaves, and any compound, 


instance, all of the 
lum, whether of the phenanthrene or 1so 
quinoline groups. By an amendment ap- 
prove d Federal law 


July 1, 1944, to the 
isonipecaine, a syntl substitute for mor- 
phine, was added to this classification and is 
therefore subject to the operation of the 
Federal narcotic 
rederal narcot;tic 


is morphine. 


1et1c 


law in the same manner as 
Isonipecaine is defined as I- 
methyl-4-phenyl-piperidine-4-carboxylic acid 
ethyl ester, or any salt thereof, by 
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legislation is the 
result of the efforts of our government to 


ns under the 


ternational conventions to which it is a 
party. The first of these important inter- 
national agreements is known as the Inter- 
national Opium Convention of 1912.* Under 


this convention the contracting powers as- 


sumed the obligation, among others, to enact 


pharmacy laws or regulations to limit exclu- 
sively to medical and legitimate purposes the 
anufacture, sale d use of morphine, co- 


respective salts unless laws 
or regulations on the subject were already 
1 existen lhe co ‘ting powers were 
obligated to cooperate with one another to 
prevent the use of these drugs for any other 
purpt SE 
*This paper is one of a series dealing with 
scientific proof and relations of law and medicine” 
econd series [ first series was published in 
1943. 7 symposium consists of studies by legal 
d medical authorities, each paper appearing ap- 
roximately simultaneously in a prominent medical 
inent legal l. 
[he paper here presented is published also in the 
Tulane Law Review. 
6 U. S. C. 2650 
26 U. S. C., Supp. IV, 2550, 3228. 
Foreign Relations of the United States, 1914, 
Pp. 931. 


4*Treaty Series No. 612; 38 Stat. 1912, 1930. 
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In 1925 the second international conven- 
tion on the subject of narcotic drugs was 
signed at Geneva on behalf of a number of 
World Powers, not including the United 
States, this agreement being described as the 
International Opium Convention adopted by 
the Second Opium Conference (League of 
Nations), signed at Geneva February 109, 
1925.° This Convention sought to make 
more specific the obligations of the 1912 
Convention, notably in the control of inter- 
national trade in narcotics, and established a 
Permanent Central Board with certain func- 
tions in connection with the supply, and in- 
ternational movement of narcotic drugs. 
Our government did not sign or ratify this 
convention at the time, because it did not 
give effect to the principle, advanced by the 
United States, of direct control of produc- 
tion of the source raw material (the opium 
poppy and the coca leaf). However, in 
Article 31 it was provided that the present 
(1925) convention replaces, as between the 
contracting parties, the provisions of Chap- 
ters I, III and V of the Convention signed 
at The Hague on January 23, 1912, which 
provisions remain in force as between the 
contracting parties and any States parties to 
the said Convention which are not parties to 
the present Convention. The United States 
fully cooperated with the contracting powers 
which had ratified the 1925, as well as with 
those which had merely ratified the 1912, 
Convention, in international action looking 
toward control of the narcotic drug traffic. 
Our government, as a matter of fact, had 
already adopted legislative measures which 
gave effect to the provisions of the 1925 
Convention, pursuant to the obligations as- 
sumed under the 1912 Convention. 

A third international agreement, con- 
cluded at Geneva July 13, 1931, was the 
Convention for Limiting the Manufacture 
and Regulating the Distribution of Narcotic 
Drugs.® The ratification by the United States 
of this Convention was deposited at Geneva 


5 League of Nations Treaty Series No. 1845, 
Vol. 81, p. 319. 
6 Treaty Series No. 863; 48 Stat. 1543. 
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on April 28, 1932, and was proclaimed 
the President July 10, 1933. The outstand 
ing feature of this Convention is that it 
obligates each High Contracting Party 
furnish annual estimates to a Supervis 
Body of its requirements for narcotic dru 
based solely on the medical and _ scienti 
requirements of the country, and limit 
manufacture of the drugs to the total require 
ments thus estimated. The Convention 1 
corporates and therefore in effect adopts 
certain provisions of the preceding 1925 
Convention. It further obligates the High 
Contracting Parties to take all necessary 
islative or other measures in order to 
effect within their countries to the provisions 
of the Convention. Another important 
interesting feature of the Convention is 
unposition of a special obligation upon ea 
of the High Contracting Parties to creat 
special administration for the purpose of 
applying the provisions of the Conventi 
(b) regulating, supervising and contr 
the trade in the drugs; and (c) organizi 


taking all useful steps to prevent its devel 
ment and to suppress the illicit traffic. 


3. FEDERAL NARCOTIC STATUTES 


The two principal Federal narcotic statut 
are the Act of May 26, 1922, known as tl 
Narcotic Drugs Import and Export Act, as 
amended,’ and the so-called Harrison Nat 
cotic Law, now incorporated in the Inter 
Revenue Code.* The Narcotic Drugs Import 
and Export Act authorizes the importation 
such quantities only of opium and coca leay 
as the Commissioner of Narcotics shall fi 
to be necessary to provide for medical 


scientific needs. Importation of any fo! 
of narcotic drug, except such limited qu 
ties of crude opium and coca leaves, is pro 
hibited. Exportation of manfactured « 
and preparations is permitted under a rigid 
system of control designed to assure th 
use for medical needs only in the country 
of destination. 

The Harrison Narcotic Law as reenacted 
in the Internal Revenue Code is designed 
to direct the manufacture and distribu 
tion of narcotic drugs through 
channels to consumption use for medical put 


medical 


171 
8 26 U. S. C. 2550-2565, 3220-3228. 
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be forwarded to the Collector 


the 
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n file by the maker 


r a period of two years. 


Stamp 


of the application for regis- 


‘tor of Internal Revenue 


assign a registry number to the applicant 


d will issue him a special tax stamp in 
ss IV as a practitioner. This special tax 
stamp must be kept posted conspicuously on 
e premises covered by the registration, 1. ¢., 
ph sician’s office 
(a) ¢ f Location f Office 
physiciat gistrant who changes the 
( s office shall, within 30 days 
xecute a new return on Form 678-A, mark- 
g it “Revised Registry.” The return shall 
t rth the date of change and the new 
ie or address. The return shall be for- 
‘ded w t special tax stamp to the 
Collector who issued the stamp for recording 
he change If the removal is to another 
State torv or distri the physician 
st, | se, be qualified in the new 
S dispense or distribute 
rco drugs to patients, which usually 
eans that he must also be licensed to practice 
dicine in the new location. 
5. DISPENSING AND PRESCRIBING— 
IN GENERAL 
) Direct Dispensing or Administration 
\ physician may obtain narcotic drugs 
or direct dispensing or administration to 
nts ¢ on official order forms. He 
ty not ol narcotic drugs on a so-called 
escription for general office use. Official 
forms are obtainable from the Col- 
r of Internal Revenue in a book of ten 
originals d duplicates, for ten cents. The 
form is to be prepared in duplicate and 
igned by the physician, the original copy 
bet forwarded to a qualified manufacturer 
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or wholesaler, and the duplicate retained by 
the physician for a period of two years sub- 
ject to inspection by a duly authorized Fed- 
eral or State narcotic officer. The order 
form may be prepared in typewriting, ink 
or indelible pencil, but not by the use of an 
ordinary lead pencil. 


(b) Prescribing 
A physician may issue for a bona fide 
patient, for medical purposes only, a pre- 
scription for narcotic drugs which may be 
filled by a qualified retail dealer (druggist). 


6. PRESCRIPTIONS 


(a) Formal Requirements 


A prescription for narcotic drugs shall be 
dated as of and signed on the date when 
and shall bear the full name and 
address of the patient and the name, address 
and registry number of the practitioner. A 
physician may sign a prescription in the same 
manner as he would sign a check or legal 
document, as, for instance, J. H. Smith, John 
H. Smith, or John Henry Smith. Prescrip- 
tions should be written with ink or indelible 
pencil or typewriter; if typewritten, they 
shall be signed by the practitioner. The refil- 
ling of a prescription for taxable narcotic 
drugs is prohibited. 


issued 


(b) Misuse of Prescription Formas an 


Order Form 


A physician must not use his prescription 
form to obtain narcotic drugs for general 
office practice. Narcotic drugs desired for 
office practice are obtainable on 
official order form, as above described, from 
a qualified manufacturer or wholesale dealer. 
An 
office practice, written on a prescription 
blank, is not a lawful prescription within the 
meaning of the law and can have no effect to 


general 


order for narcotic drugs for general 


validate the sale which is illegal. 


(c) Fictitious Names 


When the names of fictitious patients are 
discovered on narcotic drug prescriptions 
filed with a druggist it is usually a clear indi- 
cation of wilful catering to drug addiction, 


046] 
hz 
‘ 71 1 
vento 
vith the 
ration the 
ribute 
arcoti 
in tl 
| atten- 
at thr 
unre- 
ractic 
rritory 
iy tax 
1) 
n for 
of his 
‘ember 
— 
, Cum 
Taldo 
1, 22 F 
path 
()steo 
112 F 
Ool, 
| 


O12 THE PHYSICIAN AND 


whether or not the so-called pre — sare 
also discovered to be forged. Sometimes t 
physician will insert fictitious patient’ 
name, however, because he wishes to conce 

from the druggist the fact that the real pa 
tient is consuming drugs, notwithstanding 
that the real patient is claimed to have a bona 
fide medical need therefor. The law does not 
permit the use of a fictitious patient’s name 
upon a prescription. 


(d) Telephone Orders 


The furnishing of narcotic drugs pursuant 
to telephone advice of practitioners is pro 
hibited, whether prescriptions covering such 
orders are subsequently received or not, ex- 
cept that in an emergency a druggist may 
deliver narcotic drugs through his employee 
or responsible agent pursuant to a telephone 
order, provided the employee or agent is 
supplied with a properly prepared prescrip 
tion before delivery is made, which prescri 
tion shall be turned over to the druggist Rif 
filed by him as required by law. 


(e) Safeguarding Blanks for 
Narcotic Drugs 


A physician’s prescription blanks should 
be most carefully safeguarded and never left 
where persons who may be drug addicts will 
have opportunity to take them, and to pri 
pare and have filled forged narcotic 
scriptions. A physician’s official order fo 
should be likewise safeguarded, and great 
care should be exercised by the physician in 
keeping his stock of narcotic drugs secure 
from robbery or pilfering. The medicine 
case of morphine tablets should never be left 
in an unattended automobile. 


Tre- 


PROFESSIONAL PRACTICE IN PRESCRIBING 
oR DISPENSING Narcotic Drucs 


(a) Constitutionality of the Harrison 
Narcotic Law 


The constitutionality of the Harrison Nar 
cotic Law was first challenged before th 
United States Supreme Court in 1919 by 
Dr. C. T. Doremus of Texas. Dr. Doremus 
had been indicted under section 2 of the Act 
(now section 2554, of Title 26 of the United 
States Code). The Supreme Court sustained 
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ghine as was bought by the average retail 
druggist doing a larger general business, and 
he sold narcotic drugs in 6,500 instances. It 
was also shown that during the same period 
Webb had issued and Goldbaum had filled 
ver 4,000 such narcotic prescriptions, and 
that a certain user of the drugs had applied 
to Webb for morphine and was given at one 
time ten so-called prescriptions for one gram 
each, which prescriptions were filled at one 
time by Goldbaum although each was made 
ut in a separate fictitious name. The United 
States Circuit Court of Appeals, upon this 
statement of fact, propounded the following 
juestion to the United States Supreme 
Court: 
lfiaopr yhysician issues an 
to an habitual user thereof, the 
him i 


| registered | 


( ssued by 1 the course of pro- 
fessional treatment in the attempted cure of the 
but being issued for the purpose of providing 

ser with yt sufficient to keep him 
‘table by ining his customary use, is 
rder a | prescription under excep- 

St 2 the Harrison Act) 
lo thi uestion the Supreme Court an- 
O UMS question tne upreme ourt an 


( yrder for the 


morphine a physician’s prescription 


swered, ““To call such an 


would be so plain a perversion of meaning 
ussion of the subject is required. 
the 


That question should be answered in 


he Supreme Court emphasized this rule 
involving the prescribing of 
narcotics by a practitioner for an adict, by 
olding in part as follows: 


Manifestly the phrases “to a patient” and “in the 
se of his fessional practice only” are in- 
tended to confine the immunity of a registered 
physician, in dispensing the narcotic drugs men- 
tioned in t Act, strictly within the appropriate 
t ds of a physician’s professional practice, and 
not to extend it to include a sale to a dealer or a 
listribution intended to cater to the appetite or 
itisfy the craving of one addicted to the use of the 


drug. A 


latter purposes pri 


prescription” issued for either of the 
hysician who 


tects neither the p 
it nor the dealer who knowingly accepts and 


decided 
y the Supreme Court in 1922, the defendant 
was charged with unlawfully selling to an 


In the Dr. Morris Behrman case ?* 
by t 


16 Jin Fuey Moy wv. United States (1920), 254 
U. S. 1806. 

17 United States v. Morris Behrman (1922), 258 
U. S. 280. 
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addict by means of three so-called prescrip- 
tions, 150 grains of heroin, 360 grains of 
morphine, and 210 grains of cocaine, with 
the intent that the addict would use the same 
by self-administration in divided doses over 
a period of several days. The indictment did 
not in terms challenge the good faith of the 
physician and did not contain the allegation 
that the prescriptions were not issued in the 
course of professional practice only. A de- 
murrer to the indictment was sustained in 
the District Court and the case was appealed 
to the United States Supreme Court. The 
Supreme Court pointed out that the quanti- 
ties of narcotics named in the indictment 
were charged to have been entrusted to a 
person known by the physician to be an 
without restraint upon him in its 
administration or disposition by anything 
more than his own weakened and perverted 
will. Such so-called prescriptions, said the 
court, could only result in the gratification of 
a diseased appetite for these pernicious drugs, 
or result in an unlawful parting with them 
to others, in violation of the Act as hereto- 
fore interpreted in this court, within the 
principles laid down in the Webb and Jim 
l‘uey Moy cases. Notwithstanding the omis- 
sions in the indictment, therefore, the court 
held that the acts charged constituted offenses 
within the terms and meaning of the Act, 
and the judgment of the District Court to 
the contrary was reversed. 


addict, 


(c) The Linder Case 

The effect of the decision of the Supreme 
Court in the Dr. C. O. Linder case ** has 
been misunderstood by some physicians, who 
evidently regarded the decision as authority 
to cater to drug addiction as such notwith- 
standing previous decisions of the court 
which declared this activity not within the’ 
course of professional practice of a physician. 
Dr. C. O. Linder was charged with the un- 
lawful sale to an addict of one tablet of mor- 
phine and three tablets of cocaine for self- 
administration in divided doses over a period 
of time. Here, as in the Behrman case, the 
indictment did not specifically challenge the 
good faith of the physician, or negative that 


18C, QO. Linder v. United States (1925), 268 
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the sale was in the course of professional 
practice only. The quantity of drugs sold 
was, of course, far less than the quantity 
prescribed by Dr. Behrman. Dr. Linder was 
convicted but when his reached the 
Supreme Court the judgment of conviction 
was reversed. 

In the course of the opinion there was 
discussion that direct control of 
practice in the States is beyond the power of 
the Federal Government, and that incidental 
regulation of such practice by Congress 
through a taxing act cannot extend to mat- 
ters plainly inappropriate and unnecessary 
to reasonable enforcement of a revenue mea- 
sure. But the court had first significantly 
noted that the indictment ‘“‘does not question 
the doctor’s good faith nor the wisdom or 
propriety of his action according to medical 
standards,” and that “it does not allege that 
he dispensed the drugs otherwise than to a 
patient in the course of his professional 
practice or for other than medical purposes.” 
In concluding the opinion, therefore, the 
court stated 


case 


medical 


We find no facts alleged in the indictment suffi- 
cient to show that petitioner had done anything 
falling within definite inhibitions 
materially to imperil orderly collection of revenue 
from sale..... “he unfortunate condition of the 
recipient certainly created no reasonable probability 
that she would sell or otherwise dispose of the few 
tablets entrusted to her; and we cannot say that 
by so dispensing them the doctor necessarily trans- 
cended the limits of that professional conduct with 
which Congress never intended to interfere. 


or sumecient 


All that the Linder case holds, therefore, 
is that in the absence of an allegation in the 
indictment negativing good faith and profes- 
sional practice, the court cannot supply tl 
omission by holding as a matter of law that 
the sale of four tablets of narcotics neces 
sarily transcends the limits of professional 
._practice. The court could so hold, in the 
Behrman case, because the quantities were 
so large as to preclude any possibility that 
they were prescribed professionally. 

It follows, therefore, that where the indict- 
ment challenges the good faith and profes- 
sional practice of a physician who prescribes 
or directly sells narcotic drugs for the pur- 
pose of merely gratifying and perpetuating 
narcotic drug addiction as such and if con- 
victed of such an offense, the judgment of 
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viction will stand and a number of United 
States Circuit Courts of Appeal ’® have so 
es invol\ convictions of physi- 
h reached tl intermediate appel- 

e Cc ifter the Linder case was decided. 

n which the Linder decision was urged 

exculpating the convicted physician. 
d) The A. Wi Case 

er in the | inde 

ne t rendered its deci- 

e of D \. W. Boyd,” 

pl convicted on 
x unlaw- 
les by means of prescriptions issued 
not in good faith and not in the course of his 
il pt | e prescriptions 

were issued for 30 to 48 grains each to two 
lrug addicts. It was established that 
( purchased and distributed over 


15,000 grains of morphine between May 1 


nber and that | issued pre- 
scriptions on much the same scale during 
that period. The court pointed out that the 
disputed ques “ her the defendant 

1 th prescriptions in g od faith in the 
cour of his professional practice. The 
Government’s evidence tended strongly to 

vy that the pres ns were for quanti- 
ties many times in excess of what, according 
to fair medical standards, reasonably 

d e pt sion of confirmed 

cts, ev vhen treating them for the 

( ( ( leav ng to relieve them 

( ffe1 incide it. Much of the 
defendant’s evidence tended to show that he 
ssued the prescription good faith in the 
course of professionally treating the recipi- 
ents for their addiction and endeavoring to 

lieve them from its incidents, but the court 
lt some of the evidence submitted in 
behalf « e defendant was pronouncedly 
corrob e of that for the Government. 
he court, in sustaining the judgment of 
nviction, q d wit plied approval the 
charge to the jury which had been made at 

dS 21 F. (2d) 

ed 1027 (2d) 79 
Du\ 1 Stat 82 F. (2d) 382 
Fre United State F. (2d) 243; 
Hawkins v. | 1 States (1 90 F. (2d) 551. 

\. W. Boyd United States, 271 U. S. 104 
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the request of the defendant’s counsel, as Circuit Courts of Appeals have applied the 
follows : principle enunciated in that case in rendering 
decisions appealed to them by physicians 


ppel- I am requested to say to you, gentlemen, that in ' 
| determining whether or not the defendant in pre- who have been convicted under the Harrison 
" ; g morphine to his patients was honestly seek- Narcotic Law.*? In the DuVall case the 
“ged no te ‘ure them of tl morphine habit -hile 
. z to cure them of the morphine habit while Circuit Court of Appeals for the Ninth Cir- 
g his ¢ remedies, 1t 1s not necessary it] | f 1 
the jury to believe that the defendant's treat- cuit quotec with approva. the ol owing im 
nt would cure the morphine habit, but it is sufi- | Struction to the jury which applies and in- 
nt if defendant honestly believed his remedy terprets the principle : 
was a cure for this disease. 
inder I instruct you that if this is true, regardless of If the prescriptions were issued in good faith and 
decj- | whether the course of treatment given by this de- according to fair medical standards, in the curing 
. . -fendant is a cure, the question is, was he honestly of disease, and not merely to satisfy the cravings 
M J and in good faith in the course of his professional of the said persons for such drugs, then they may 
d on practice and in an effort to cure disease issuing be said to have been issued in the course of the 
nlaw- | these prescriptions. defendant’s professional practice only; but if the 


prescriptions were not issued in good faith, but 
ir [his charge certainly was as fair as the were issued to enable such person to obtain mor- 
| 

" lefendant could have wished, but the jury, phine sulphate to satisfy his appetite and cravings 

] for such drugs only, and not in the treatment of 

» two |, : ; his patient, then the issuance of such prescriptions 

1 
| that wine would not be in good faith nor in the course of the 
defendant's professional practice as a physician, and 


ssued 


1e evidence submitted, could 


Aclaigs: The Peter Youna Cas the sale and dispensing upon such prescriptions 
ay Ane vase would not be lawful. 
P. | Dr. Peter Young had been convicted on 
t the | 8. AMBULATORY TREATMENT FOR 
| narcotic preparations *? without having kept 
Ty -‘d of the sales. Actually the total (a) Legal and Medical Views 
ities of these narcotic preparations sold 
ly to were large but unfortu- The ambulatory treatment for the cure of 
the of % proper pre- drug addiction has always been disapproved 


ding . the indict- by the United States Bureau of Narcotics 
uestion the good faith or because its observation and experience 
rmed have shown that the object of the treatment 


the hareed. When@his case reached the Su- is practically never achieved. The average 


them ( rilv considered drug addict who purports to undergo this 
t the het - that the phvsician dispensed or treatment will invariably seek other sources 
at he administered prepara tal to nadia whom Of supply as his dosage is reduced. It will 
the ttended. and the question of be recalled that the Supreme Court in the 
r the dispensing or administration was Behrman case called attention to the dan- 


ig to 


course of professional practice was  $¢T of entrusting quantities of narcotic drugs 
court 7 wot before the court. Thus considered. the to a known addict “without restraint upon 
ed in court reversed the judgement of conviction im in its administration or disposition by 
cedly holding that “a cikectiies administering the anything more than his own weakened and 
nent. ‘patients whom the tag ner- perverted will.” The Supreme Court in the 
it of | attended re not required te Behrman case at least impliedly disapproved 


records of the preparations so administered the procedure which is applied in pursuing 
le at the so-called ambulatory treatment for the 
cure of drug addiction, and in 1924 in a 


_ (f) The Professional Practice Rule In case involving the conviction of Dr. Addison 
liat {ppellate Courts 
22 DuVall v. United States (1936), 82 F. (2d) 
) cer. Subsequent to the decision of the Supreme 382; Ratigan v. United States (1937), 88 F. (2d) 
104 Court in the A. W. Boyd case, the several 919; United States v. Lindenfelt (1944), 142 F. 


- (2d) 829; United States v. Abdallah (1945) 149 
2558. F. (2d) 219. 
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D. Hobart ** the Circuit Court of Appeals 
for the Sixth Circuit construed the Behrman 
decision as condemning the ambulatory treat- 
ment as unlawful, as follows: 


The case of United States v. Behrman, 258 U. S. 
280, destroys the theory of the defense upon tl 
present trial. Since that decision, there is 1 
possibility that conduct such as Hobart admitted, 
could be lawful. The patient was not under ri 
straint. Hobart furnished to him at frequent in- 
tervals and for self-administration, large 
ties of morphine, though in quantities dimini 
from one time to another; but the patient was at 
liberty to apply to other doctors and get as many 
other similar prescriptions as he could. 
case cited, the Supreme Court declared that tl 
conduct by a physician was ipso facto violat 
of the law. . 


Scientific medical opinion appears to he 
in harmony with the opinion of the court that 
disapproved the ambulatory treatment for 
cure of drug addiction. In 1924, the Refer- 
ence Committee on Legislation and Public 
Relations recommended that the House of 
Delegates of the American Medical Associa 
tion approve Recommendation No. 8 of the 
Committee on Narcotic Drugs of the Council 
Health and Public Instruction.** The 
report of the Reference Committee 
adopted as presented. Recommendation No. 
8 of the Report of the Committee on Nar- 
cotic Drugs of the Council on Health and 
Public Instruction submitted by the Council 
to the House of Delegates at the Boston 
session, 1921, is as follows: 


1 
} 


on 
was 


8. Your committee desires to place on record its 
firm conviction that any method of treatment f 
narcotic drug addiction, whether private, institu- 
tional, official or governmental, which permits the 
addicted person to dose himself with the habit- 
forming narcotic drugs placed in his hands fot 
self-administration, is an unsatisfactory treatment 
of addiction, begets deception, extends the abuse of 
habit-forming narcotic drugs, and causes an in- 
crease in crime. Therefore, your committee recom- 
mends that the American Medical Association urge 
both federal and state governments to exert their 
full powers and authority to put an end to all 
manner of such so-called ambulatory methods of 
treatment of narcotic drug addiction, whether 
practiced by the private physician or by the so- 
called “narcotic clinic’ dispensary. 

In the opinion of your committee, the only proper 
and scientific method of treating narcotic drug 
addiction is under such conditions of control of 


23 Hobart v. United States, 299 Fed. 784. 
24 Journal, American Medical Association, 82: 
1967, 1924. 
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{ t 1 1 that administra- 
{ bit drug must be by. 
personal authority of the physi- 
char of bution of the drug 
{ el yportunity for the same 
t dr from any source 
t the directly responsible 
1 (Ins nal) Treatment 
Che most practicable plan of applying the 
nly proper and scientific method of treating 
otic drug addi nder the conditions 
laid rat wil bi the itter on Narcotic 
Drugs of t ( neil on Health and Public 
Instruction, is to establish an institution 
properly staffed and equipped for the pur- 
Dost By tl Act of Congress approved 
January 19, 1929,°° provision was made for, 
1 there were later cons ‘ted and put into 
operation, two institutions located at Lex- 
ington, Kentucky, and Fort Worth, Texas, 
respectively, for the treatment and rehabilita- 
tion of narcotic drug addicts, under the 
supervision of the United States Public 
Health Service. he facilities of these two 
institutions, available primarily for prisoner- 
ddicts are also mad ulable for voluntary 
pplicants, even if they unable to pay a 
nol il st representing part of the cost of 
| treatment \ large number of drug 
Idicts, including s physicians, have re- 
ceived treatment and rehabilitation in these 
nstituty 
g. FEDERAL IN\ GATIVE PROCEDURE 
( P) urpos 
The pt iry purpose of Federal investi- 
ive procedure, as far as the physician is 
concerned, is to prevent diversion of narcotic 
drugs from medical channels to abusive use. 
hus it becomes necessary to investigate, 
ind to report to legal procedt 


ire to penalize 


that physician who wilfully prescribes or 
directly sells narcotic drugs merely for the 
o ication il d per] et lation of narcotic 
Irii0 Idic 

1¢ 
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rcotic 


yn on 
to be 


made by an officer of the Bureau of Nar- 
-otics unless such investigation is based on 
well-founded suspicion, strong circumstances, 
trust-worthy and reliable information that 
such violation is being committed. Further- 
more, no field officer of the Bureau of Nar- 
cotics is permitted to initiate any such in- 
vestigation as above described except upon 
yritten instructions from his superior officer, 
the District Supervisor of the District. 


Fed ral fs 


(C) Rule SEG lished l \ 


A defense quite frequently sought to be 
nterposed by a physician indicted for unlaw- 
‘ul sales of narcotic drugs is that he was 
entrapped by the officers into com- 
the offenses charged against him. 
ited States Circuit Courts of Appeals 
have consistently rejected such claims on the 
oart of defendant physicians, holding in 
ffect that it does not constitute illegal en- 
trapment for tl 
tunity for the p 
f the sale was the defendant’s free voluntary 
ct.2° The rule which was applied by the 
United States Circuit Court of Appeals for 
Circuit in W. V. 
Smith, et al.v. United States is even more 
liberal than the procedure outlined by the 


Bureau limiting its field officers in making 


ie officer to afford an oppor- 
hy 


iysician to sell narcotic 


“acre 


the Eighth the case of 


investigations of violations on the part of 
physicians. The Circuit Court of Appeals in 
the W. V. Smith case quoted with approval 
the following charge to the jury in that case: 


It is no enticement t sk a physician to write 

illegal prescript you suspect that he might 

it, and you want to find out if he does it, nor 
to ask a druggist to sell narcotics illicitly, because 
both of them know better, and if they are going to 
bey the law, why they won't do that in response to 
any form of petition or inducement, and it is per- 
fectly within the rights of investigating officers to 
determine, by means that have been here disclosed, 
whether a party, or parties, are engaged in violation 
of the law, and if they are, to take steps accord- 


1 


ingly, so that I wish to disabuse 
this confusion that this, in itself, 


warrantable offense on the part of Federal officers 


Is of all 


was such an un- 


your min 


that it relieves this offense charged, if you find any 
offense was committed, of its character as such 
offense. 

26 Ratigan v. United States (1937), 88 F. (2d) 
919; W. V. Smith, et al. v. United States (1922), 
284 Fed. 673; Newman v. United States (1924), 
299 Fed. 128; Hodge v. United States (1926), 13 
F. (2d) 596; Mitchell v. United States (1944), 143 
F. (2d) 953; United States v. Abdallah (1945), 
149 F. (2d) 219. 
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10. UNrrorM STATE Narcotic LAw 


The National Conference of Commis- 
sioners on Uniform State Laws after several 
years’ study completed in 1932 the final draft 
of a Uniform Drug Act which it thereupon 
recommended for enactment in all the States. 
This act has been adopted, in some cases 
with a few changes, by 42 States, by Con- 
gress for the District of Columbia, and by 
the Territories of Alaska, Hawaii, and 
Puerto Rico. The States of California and 
Pennsylvania which have not adopted the 
Uniform State Narcotic Law, nevertheless 
have in effect other State narcotic legislation 
which the Bureau of Narcotics considers of 
comparable effectiveness. The States of 
Massachusetts, New Hampshire, Kansas, 
and Washington have not adopted the Uni- 
form State Narcotic Law but have in effect 
State narcotic legislation which the Bureau 
of Narcotics does not consider comparable 
in effectiveness to the Uniform Law. 

The Uniform State Narcotic Law pro- 
vides a comprehensive plan for intrastate con- 
trol of the narcotic drug traffic, and is de- 
signed generally to restrict narcotic drugs 
to medical channels from the manufacturer 
or distributor within the State to the con- 
sumer for bona fide medical purposes. The 
act differs from the Federal law in some re- 
For instance, it requires manufac- 
turers of and wholesale dealers in narcotic 
drugs to obtain a license from the appropriate 
State agency and prescribes certain qualifi- 
cations for these licensees, and it directly 
and specifically penalizes the forgery or 
alteration of a narcotic prescription. In so 
far as the professional use of narcotic drugs 
is concerned, however, the statutory standard 
is practically the same as that provided by 
the Federal narcotic law. Thus, under the 
Uniform Act, a physician in good faith and 
in the course of his professional practice only 
is permitted to prescribe, administer and dis- 
pense narcotic drugs, or may cause the same 
to be administered by a nurse or intern 
under his direction and supervision. 


spects. 


11. COOPERATION WITH THE STATES 


Under Section 8 of the Act of June 14, 
19307 the Secretary of the Treasury is 
directed to cooperate with the several States 


2721 U. S. C. 1098. 
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in the suppression of the abuse of narcot nd the production of such pertinent records 
drugs in their respective jurisdictions and s may be necess 
to this end he is authorized (1) to cooperat 
in the drafting of such legislation as may | 2. | 
needed and (2) to arrange for the exchang 
of information concerning the use and abu cz inted in the Journal] In a re 
e ° tO a series Of articies printed in the journa) 
arcotic drugs said States and {01 sstif 
narcotic in 1 tate ind f edical Association jnpist testif 
cooperation in the institution and prosecu 
I I9O31 On the indispensapbt Use of Narcotic ecesstu 
tion of cases in the courts of the United 1); 1 ee ae 1. a9 be alto: 
Nas pres » the medical pro- < 
States and before licensing boards and courts 
. Sl excellent suggestions dealing, No more 
of the several States. The Secretary of 
on With the genera | rotess nal use Of narcotic ere ar 
of Narcotics to furnish to State Licensing urse of | 
onscientiously w these suggestions, 
Boards such information in the possession of 
which are quoted v, irregularities in Je was 


the Bureau of Narcotics as the Commissio 


prescribing and dispensing narcotic drugs by yccused \ 
may deem appropriate to the enforcement of —, 


ians would be reduced to a minimum, ind to 
any State law or regulation or municipal See 
he proble of nar Idiction merits the tating t 
ordinance relating to the granting, with- 
: } ttention of physicians for many 1 The con- ire deriy 


holding, suspension, or revocation of State 


hw ctatit 4] prescribine of alcohol. ar 
licenses or permits.*® The Commissioner is definite limitatior age 
also authorized to direct the attendance, as ites that the medical pr n must do every-|"*> ® P 
a witness, in hearings held by such boards or thing possible to mini the prescribing of nar- . é ns 
agencies, of any officer, agent or employee of ull 
the Bureau of Narcotics, and the producti 
of pertinent records or copies thereof. Pur- and therapeutics of narcotics i subieng 
suant to this authority, the Commissioner Physicians may, by tl rcise of more thought "450M 


reports to the several State Medical Licens- Practicing, Co much 
> narcot lictior I substitute, when- Lourt O 
ing Boards a statement of the facts in the 
Cvs POSSI 9S in the plac rendere 
cases of practitioners convicted of offenses f morphine or other opium ilkaloids. When nar- 
against the narcotic laws or who are shown  cotics are indispensable, however, as shown in this 
to be narcotic drug addicts. If the State Sees articles, no more s 
: : : than is necessar ve the desire end. opinion 
Licensing Board decides to institute action hed sia 


nsanity 


Staves. 


under its Medical Practice Act looking to- t] unt of drugs 

ward suspension or revocation ot the practi- ordered or supplied should not exceed that required a a 
tioner’s license and desires the attendance of by the patient until Independence of Of 1S § 


the Federal investigating officer as a witness 
~ tr { ted tf pI nd 1 ( inge il 
at the hearing, the Commissioner arranges chould he im writi Legal 
the attendance of such officer at the hearing sede 


2821 C. F. R. 201.8-201.12. Narcotic Drugs, 96:8 31 1 judgn 
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MENTAL ACCOUNTABILITY UNDER MILITARY LAW * 


COLONEL ABNER E 


Journal, In a recent court-martial case a psychia- 
tion jp rist testified that an accused, who had served 
Varcotic miccessfully as an officer and who appeared 
al pro-|0 be altogether rational, was, 

dealing No more able to adhere to the right as we defined 
larcotic : here and avoid expressing his symptoms than a 
pt and with acute appendicitis is able to alter the 


irse Of his acute appendicitis by an act of will. 
ities le was then permitted to testify that the 
ecused was legally sane but medically insane 
nd to explain his apparent contradiction by 


rugs by 


nimum 


tits the tating that our concepts of sanity 
rhe con- are derived from English law of one hundred 
and the years ago. ” Attached to the record 


ed, indi- 


as a plea for clemency in which the trial 
udge advocate and his assistant stated that 
ey were of the opinion that if this case 


every- 


Nnar- 


rere tried three to five years in the future 
‘cOlsy che accused would be acquitted by 
thought teason of the changing concept of sanity.” 
relati At about the same time the United States 
. when- Court of Appeals for the District of Columbia 
e place rendered an opinion involving the law of 
2 pei sanity in the case of Holloway v. United 
nistered States. (Decided Feb. 26, 1945.) This 
d end. opinion is interesting, not because of its 
ould be disposition of the case, but because of its 
” a inalysis of psychiatry and because of certain 
sais f its statements concerning mental account- 
ild be ability, among which were the following: 
ila Legal tests of criminal insanity are not and cannot 
be the result of scientific analysis or objective judg- 
Use of nt. There is no objective standard by which such 


udgment of an admittedly abnormal offender can 
e measured. They must be based on the instinctive 


justice of ordinary men. 


el 


The tends of psychiatry is to regard what 
rdinary men call reasoning as a rationalization of 
iv10! ther than the real cause of behavior. 
m this point of view psychiatrists probe behind 
vhat ordinar en call the “reasoning” of an ab- 
nal { This tends to restrict the area 


ished in The Judge Advocate Journal, Vol. II, 
LL. B., Baylor University 1925; LL. B., 
University of Texas, 1934; S.J. D., Harvard, 1938. 
Professor of Law, School of Law, Western Reserve 
University. Former Chairman, Board of Review 
Number 3, Office of The Judge Advocate General. 
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traditional idea that an offender who can talk and 
think in rational terms is morally responsible for 
what he does. 

. to the psychiatrist mental cases are a series 
of imperceptible gradations from the mild psycho- 
path to the extreme psychotic, whereas criminal 
law allows for no gradations. It requires a final 
decisive moral judgment of the culpability of the 
accused. For the purposes of conviction there is no 
twilight zone between abnormality and insanity. An 
offender is wholly sane or wholly insane. 

A complete reconciliation between the medical 
tests of insanity and the moral tests of criminal 
responsibility is impossible To command re- 
spect criminal law must not offend against the 
common belief that men who talk rationally are in 
most cases morally responsible for what they do. 


The above opinions raise questions which, 
for the purpose of the present discussion, 
may be summarized as follows: 

1. What is the military justice concept of mental 
accountability? Does it hold the so-called “medi- 
cally insane” to criminal responsibility ? 

2. Is mental accountability to be determined on 
the basis of a scientific analysis or “on the instinc- 
tive sense of justice of ordinary men”? 

3. What is the proper function of the psychiatrist 
in an insanity case? 

4. Upon whom does the burden of proof lie, and 
in the final analysis how and by whom must the 
issue of mental accountability be determined ? 


These and other questions which have fre- 
quently arisen in courts-martial cases have 
suggested the following brief review of the 
history of the law of insanity and an ap- 
praisal of the standard of mental account- 
ability evolved by military justice. 


I_EGAL Tests FoR INSANITY Prior TO 1843 


During the early history of the common 
law the madman charged with murder was 
not acquitted by reason of insanity but a 
special verdict might be rendered reciting 
that the accused was insane and thereafter 
he might be pardoned by the king. There 
was the same need of a royal pardon for 
homicide by misadventure or in self defense.” 
During this early period only a few of the 
psychoses were known and recognized ; con- 


2 Pollock & Maitland’s History of English Law, 
Vol. 2, p- 478. 
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sequently we find that insanity was generally 


regarded as a visitation from the Almighty 
and many thought that the insane were unde1 
demoniacal influence. In fact, it was not 
until the late 18th and early 19th centuri 
that the medical profession began to study 
insanity with any degree of thoroughness. 
During this early period various legal tests 
were promulgated as legal guides in dete1 
mining criminal accountability. Among thes¢ 
tests were “the wild beast” test which r 
lieved the criminally insane from account 
ability only if he were “totally deprived of 
his understanding and memory, and [did] 
not know what he [was] doing no more than 
an infant, than a brute, or a wild beast’; * 
the “count twenty pence” test ;° and the test 
of “disability of distinguishing between good 
evil.’”® Clearly these harsh tests 
exempted only the most obvious lunatics and 
imbeciles. The gradual amelioration, how 
ever, of criminal law and the development ot 
the science of medicine led to a more humane 
approach to the problems of criminal justice 
and resulted in 1843 in the famous opinion 
in the McNaghten case. 


THE McNAGHTEN CASE—THE RIGHT 
AND WRONG TEST 


This landmark in the history of the law 
of insanity arose as the result of the general 
dissatisfaction over the acquittal of Daniel 
MecNaghten upon the ground of insanity. 
McNaghten was tried for the murder of 
Kdward Drummond, Secretary to Sir Robert 
Peel. The evidence in the case showed that 
McNaghten had mistaken Drummond for 
Peel. It further showed that McNaghten had 
been laboring under the insane delusion that 
Sir Robert Peel had injured him. After 
McNaghten had been acquitted, the House of 
Lords, under its power to require opinions 
of its judges on abstract questions of law, 
propounded five questions to the Court of 
the House of Lords. To the five questions 
the court answered, as follows: 


1. INSANE DELUSION 


As to “those persons who labor under such 
partial delusions only, and are not in other respects 


3 The History of Insanity as a Defense to Crime 
in English Criminal Law, 12 Cal. L. Rev. 105. 

Rex vy. Arnold, 16 How St. Tr. 695, 765. 

Male, 20. 

6 Hawkins’ Plea to the Crown, Vol. 1, p. 1. 
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1940 | _A 
matter of science, in which case such evidence is 
admissible. But where the facts are admitted or not 
disputed, and the question becomes substantially one 
it may be convenient to allow the 
ns to be put in that general form, though the 
same cannot be insisted on as a matter of right.” 


of science only, 


questi 


Within the same year “the right and wrong 
test,” as set forth in answer number 3, was 
judicially employed.’ In that case the court 
held that a feeble-minded defendant whom 
the jury had found to know the difference 
between right and wrong was legally account- 
able for murder. Similarly, the various 
jurisdictions within the United States fol- 
lowed the lead of the McNaghten opinion 
by adopting some form of the “right and 
In fact, since 1843 no English 
court has demanded a 
exacting standard of proof of insanity than 
is required by the McNaghten opinion. 


wrong test.” 


or American more 


IRRESISTIBLE IMPULSE TEST 


The McNaghten opinion was, however, 
soon subject to much criticism. Learned men 
of the sciences contended that the right and 
wrong test as the sole determining test of 
mental accountability was inadequate and 
untrustworthy; that it failed to take into 
account the obvious facts of nature ; and that 
it failed to comprehend the complex pa- 
thology of insanity. It was also asserted that 
experience had shown that “.... in all 
lunatics, and in most degraded idiots, when- 
ever manifestations of any mental action can 
be adduced, a feeling of right and wrong 
may be proved to exist.” To meet such 
criticisms and to supplement the inadequacy 
of the right and wrong test, the theory of 
“irresistible impulse” was advanced. Under 
this theory a person may, because of disease, 
defect or derangement of the mind, be in- 
capable of restraining himself from some 
particular act although knowing it to be 
wrong. As early as 1878 Sir.James Stevens, 
in drafting a criminal code for England, 
sought, but without success, to supplement 
the right and wrong test by introducing 
the irresistible impulse test into the statutory 
law of that jurisdiction.? The reluctance of 


7 Rex v. Higginson, 1 Car. & K. 129. 

8 Bucknell on Criminal Lunacy, p. 59. 

® History of Insanity in Criminal Law, 12 Cal. L. 
Rev. 104, 1109. 
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the courts and of the legislative bodies both 
in England and in this country to accept the 
more difficult concept involved in the irresis- 
tible impulse test has at times been marked 
by reactionary intolerance. One state went 
so far as to abolish insanity completely as a 
defense but its legislative enactment was de- 
clared unconstitutional.’® One court, dogmati- 
cally refusing to recognize the existence of 
an irresistible impulse, charged the jury as 
follows: 

The law says to men who say they are afflicted 
with irresistible impulse, “if you cannot resist an 
impulse in any other way, we will hang a rope in 
front of your eyes and perhaps that will help.” 4 
Other judges have rendered decisions based 
upon their personal lack of scientific knowl- 
edge. Thus one justice states, 

For myself I cannot see how a person who ration- 
ally comprehends the nature and quality of an act, 
knows that it is wrong and criminal, can act through 
irresistible innocent impulse.12 
On the other hand, other jurists have re- 
vealed praiseworthy humility before the 
problems of a complicated science. Such 
humility is splendidly exemplified in the case 
of Parsons vy. State ?* in which Mr. Justice 
Somerville stated: 

It will not do for the courts to dogmatically deny 
the possible existence of such a disease, or its 
pathological and psychical effects, because this is a 
matter of evidence, not of law, or judicial cogni- 
zance. Its existence, and effect on the mind and 
conduct of the patient, is a question of fact to be 
proved, just as much as the possible existence of 
cholera or yellow fever formerly was before these 
diseases became the subjects of common knowledge, 
or the effects of delirium from fever, or intoxi- 
cation from opium and alcoholic stimulants would 
be. The courts could, with just as much propriety, 
years ago, have denied the existence of the Coper- 
nican system of the universe,.... 


The controversy in this field of the law has 
been extensive. In 1910 Colonel John H. 
Wigmore, then president of the American 
Institute of Criminal Law and Criminology, 
appointed a committee composed of four 
physicians and five lawyers to resolve the 
difficult problem of determining the relation 


10 State v. 
1020. 

11 Riddell, J., in charging the jury in Rex v. 
Cheighton, 1908, 14 Can. Crim. Cas. 349. 

12 State v. Harrison, 1892, 36 W. Va. 729, 15 S. E. 
982, 18 L. R. A. 224. 

13 1886, 81 Ala. 577, 60 A. Rep. 193. 


Strasburg, 60 Wash. 106, 110 Pac. 
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of insanity to criminal responsibility. In 1916 _ test Indeed, the New York Penal Code 
this committee, which had been in continuous _ r¢ nizes the defense of insanity only when 
existence since its appointment, brought in tl laboring under such a 
a unanimous resolution recommending a bill lefect of reason as either (1) not to know 
on criminal responsibility, as follows: t nature and quality of the act he was 
Dice loing, or (2) not to know whether the act 
I] ACH Mental Dise ase a Lie Jense No person sha = 
hereafter be convicted of any criminal charge WTrol 
at the time of the act or omission alleged against 
him he was suffering from mental disease and by \IEANIN er R \np WRONG IN 
reason of such mental disease he did not have tl Sa 
particular state of mind that must accompany such = 
act or omission in order to constitute the crim Mr. Justice Cardozo, in discussing the 
of right and wrong as those words 
The code of France provides that “Ther re employed in testing sanity, has stated: 
can be no crime, or offense if the accused was ed e4 t meant a capacity 
in a state of madness at the time of the act. to distinguish right vrong, not with reference 
Justice Somerville in Parsons v. State states, to the particular act, but generally or in the ab- 
t. Sometimes it was sj f as a capacity to 
For some time the French tribunals were inclined tinguish bet i and evil.” .... Wrong 
to interpret this law in such a manner as to foll s not with legal but 
in substance the law of England. But that cor ther with moral wrong. Lord Mansfield told the 
struction has been abandoned, and the moder: e Case “It must be proved 
of the medical profession is now adopted in that loubt that at ne he committed the 
country. t, he did: not « that murder was 
God and nature.” That 
Similarly the criminal code of Germany r 
putedly contains a provision, which is said | ved by Lord Lyndhurst in Reg. v. Orford (9 
to have been the formulated result of a very (©, and P. 533). Its phraseology, as we shall see, 
able discussion both by the physicians and irvived with little variation in charges and 
lawyers of that country. The German code 
provides \s has been pointed out, however, by Justice 
There is no criminal act when the actor at the It 1S not 
time of the offense is in a state of unconsciousness  ' igh that the accused has views of right 
or morbid disturbance of the mind, through which and wrong that are at variance with those 
the free determination of his will is excluded. d expression in the law. The variance 
muct have ite arioin in diceace at 
Although the English courts have persis- Sh pail = lisease of the 
tently adhered to the right and wrong test 
of the McNaghten opinion to the exclusion ral resj ity as the 
] ic tect af leoal accountahility 
of the so-called irresistible impulse test, the ~S gal accountability “. . . . both 
the richt and wrong test and the irresistible 
various jurisdictions within the United States t and the irresistible 
will and self-restraint be destroye menta 
Law states, ' esti be des yed by mente 
lisease, knowledge of right and wrong is 
Some judges have used the term (insanity) in entirely useless. Will is as necessarv an 
contradistinction to the “right and wrong” test; 
, : element of criminal intent as are reason and 
others use it as illustrative of that test; others = ‘ 
he “rigl iw rly in- judgement. \s steven said, Lega 
insist that the “right and wrong’ test properly in . d 


terpreted includes the element of irresistible im- 
pulse; and still others deny that such a form of 
insanity exists. 


See WI] irt n’s Criminal Law, 12th Ed.., sec. 


A majority of American jurisdictions, how- * 34. N.Y 
People v. Schmidt 1915, 216 N. Y. 32 
ever, seem to reject the irresistible impulse 20 194 N. Y., 448, 87 N. E. 802 . 
See Hotema vy. United States, 186 U. S. 413, 
14 Tnsanity and Criminal Responsibility, 30 Har- S. Ct. 80c. 46 L. Fd. 122 = 
vard L. Rev., 535, 536. Criminal Responsibility of the Insane and 


1514 Encyc. Brit., 9th Ed., p. 112. Feel ahi led, 9 Journal 


\ of Criminal Law and 
16 Wharton’s Criminal Law, 12th Ed., Sec. 408. Criminology, p. 497. 
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Punishment connotes as far as possible moral 


infamy. 


IRRESISTIBLE IMPULSE TEsT DISTIN- 
GUISHED FROM MorAL AND EMo- 
TIONAL INSANITY 


The theory of the irresistible impulse test 
wust be carefully distinguished from the so- 
moral or emotional insanity which 
some courts have described as a perverted 
condition of a person’s moral nature. It is 
recognized that a person may become so 
morally degenerate either from bad associa- 
tions and surroundings or from continued 
vice that his 
conscience will no longer restrain him. Such 


unrestrained indulgence in 


moral degeneration does not excuse a person 
from criminal responsibility. Neither does 
so-called emotional insanity or temporary 
frenzy or passion arising from excitement or 
anger which is not the product of a mental 
disease. There is danger of being misled by 


1 
+) 


he decisions dealing with these subjects as 
the terms have some 


used. Each case must be examined to see 


times been carelessly 


whether 
] 


sideration arose 


the irresistible impulse under con- 
from a mental disease or 
merely from a moral depravity or callous 
nature.*° 


MENTAL ACCOUNTABILITY IN THE 
FEDERAL COURTS 

United States District Court 
follow the McNaghten 
opinion and to restrict mental accountability 
right and wrong ” 
\s far back, however, as 1873 the Supreme 
Court of the United States in Mutual Life 
Terry, gave its 
blessing to a modification of the old rule. 
Mr. Justice Hunt stated: 


We hold the rule on the question before us to be 
this... .. If the death is caused by the voluntary 
act of the assured, he knowing and intending that 
his death shall be the result of his act, but when 
his reasoning faculties are so far impaired that he 


The early 
1 
decisions 


seein to 


the so-called 


test. 


Insurance Company 


23 Clark & Marshall Crimes, 4th Ed., Sec. 87; 
Miller on Criminal Law, p. 130; 22 BR 1, 52. 
ee United States v. Holmes, 1858, Federal 
Case No. 15382; Cinteau’s case, 1882, 10 Fed. 161; 
United States v. Faulkner, 1888, 35 Fed. 730; and 
United States v. Young, 1885, 25 Fed. 710. 

15 Wallace 580. 


is not able to understand the moral character, the 
general nature, consequences and effect of the act 
he is about to commit, or when he is compelled 
thereto by an insane impulse, which he has not the 
power to resist, such death is not within the con- 
templation of the parties to the contract, and the 
insurer is liable. (Italics supplied.) 


This attitude toward the “irresistible im- 
pulse” theory has been reaffirmed and clari- 
fied in various decisions,*® all of which are 
cited and Smith v. United 
‘tates,?* which is probably the leading Fed- 
eral opinion on the subject. 
states in part, as follows: 


discussed in 
The opinion 


Laying aside the objectionable negative style of 
the charge, we think it erroneous in point of law, in 
that it ignores the modern well-established doctrine 
of “irresistible impulse.” The English rule, followed 
by the American courts in their early history, and 
still adhered to in some of the states, was that the 
degree of insanity which one must possess at the 
time of the commission of the crime in order to 
exempt him from punishment must be such as to 
totally deprive him of understanding and memory. 
This harsh rule is no longer followed by the federal 
courts or by most of the state courts. The modern 
doctrine is that the degree of insanity which will 
relieve the accused of the consequences of a criminal 
act must be such as to create in his mind an uncon- 
trollable impulse to commit the offense charged. 
This impulse must be such as to override the reason 
and judgment and obliterate the sense of right and 
wrong to the extent that the accused is deprived of 
the power to choose between right and wrong. The 
mere ability to distinguish right from wrong is no 
longer the correct test either in civil or criminal 
cases, where the defense of insanity is interposed. 
The accepted rule in this day and age, with the 
great advancement in medical science as an en- 
lightening influence on this subject is that the ac- 
cused must be capable, not only of distinguishing 
between right and wrong, but that he was not im- 
pelled to do the act by an irresistible impulse, which 
means it will justify a verdict of acquittal that his 
reasoning powers were so far dethroned by his 
diseased mental condition as to deprive him of the 
will power to resist the insane impulse to perpetrate 
the deed, though knowing it be wrong. 


Subsequent to the above opinion the entire 
personnel of the Court of Appeals for the 
District of Columbia was changed. In its 
recent opinion in Holloway v. United States, 
cited at the beginning of this article, the pres- 

26 Insurance Company v. Rodel, 95 U. S. 232, 24 
L. Ed. 433; Manhattan Life Insurance Company v. 
Broughton, 109 United States 121, 27 L. Ed. 878; 
Davis v. United States, 165 U. S. 375; 41 L. Ed. 
750; see also United States v. Chisholm, 153 Fed. 
508, C..C.'S. D. Ala. 1907. 

27 36 F. (2) 548, App. D. C. 1929. 
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MENTAL ACCOUNTABII 


ent members, in considering a case involv 
ing the issue of insanity and without refer 


ring to the Smith decision, stated, “The 


ordinary 
whether 
wrong.” 


test of criminal responsibility is 
the defendant could tell right fro 
They then added, “A slightly 
broader test is where his reason has ceased 
to have dominion over his mind to such an 
extent that his will was controlled, not by 
rational thought, but by mental disease.” In 
discussing the application of the tests of 
mental accountability they stated: 
For the purposes of conviction there is no twilight 
zone between abnormality and insanity. An offer 
is wholly sane or wholly insane. A complete re 
ciliation between the medical test of 
the moral test of criminal responsibility is impos 


insanity 


To command respect criminal law must 
not offend against the common belief that men who 
talk rationally are in most cases morally responsible 
for what they do. 


The reference to the irresistible impulse test 
as a slightly broader test than that involved 
in the right and wrong test is a distinct 
understatement. Only one who suffers from 
an extreme form of psychosis is unable to 
distinguish right from wrong. Such a person 
is clearly insane and incompetent for all 
purposes. On the other hand, the irresistible 
impulse theory recognizes the scientific truth 
that the capacity to feel remorse and to dis 
tinguish right from wrong does not neces- 
sarily imply the mental ability to control con- 
duct. The introduction of this theory was a 
distinct compromise with the law’s traditional 
concept as expressed in the Holloway opinion 
that “An offender is wholly sane or wholly 
insane.” 
ments 


Contrary also to one of the state- 
quoted, the irresistible impulse 
standard of accountability acknowledges that 
there are twilight zones between abnormality 
and insanity as it is usually understood in 
which a man may walk and talk rationally 
and yet, because of a diseased mind, be so 
incapable of controlling his conduct as not 
to possess freedom of action and not to be, 
therefore, legally responsible for his acts. 
Since medical science recognizes that an in- 
sane impulse may be truly irresistible, and 
since criminal justice punishes only for acts 
voluntarily and freely committed, the man- 
dates of simple justice require that full effect 
be given to this basic principle. 


Y UND MILITARY LAW { Mar 
STA MENTAL ACCOUNTABILITY 
Manual for Courts-Martial 
8 provided military justice with 
ental accountability which is 
ee logma, which is independent of 
( tl legal or medical definition 
( unity, and which is designed to establish 
ital accountabil the basis ot moral 
Che Manual es 
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the ged both to dis- 
ht idhe re to the 
The M ( \lartial, 1921, on this 
| provide termining the issue 
nental res] sibilit for a crime, the 
irts-martial having su responsibility 
should ballot pon Owlng question: 
(2) W ‘ e of the commis- 
S f the eged free from mental 
S t liseas d ngement as 
"Ee le. t ts charged, 
ry 3 wrong and (2) 
t 
be as to each 
y or a tie 
+ + 4 ] 
( sed as to such 
ularly, Wi t] Op Si S 
| 
Se d of insanity, 
é the other hand, 
( 1 consequence 
' well as of tis. 
\ ted by s an uncontrolla- 
\ rule which was apparently even broader 
d more liberal than tl contained in the 
toregoing quotations was set forth in para- 
graph 2109 « e Manual for Courts-Martial, 
1917, which asserted that the question to -be 
determined ny case involving mental 
iccountability was “‘whether the accused at 
the time of the wror oful act had the neces- 


sary criminal 
act charged.” 


cle 


mit the wrongful 


r that the standard for mental 

as set forth in the Manual 
1926, pal 

21, par. 2 

Military Law and Precedents, Re- 
14 


1946) 


combin 


wrong 


swer' 


foun 


detec 


ulat 
find 
mu 
Gel 


| 
1 
impuls 
encom 
cle 
opin 
ultima 
with 
tional 
with 
(a) 
| offense 
jerang 
acts cl 
\ 
(b) 
ffens¢ 
and de 
ticular 
Les 
If el 
is an 
tried 
tentl 
} eXal 
accu 
vidu 
to I 
part 
evic 
mei 
ren 
| 
| 
the 
wel 
mit 
act 
evi 
M. 
it 
; ] 
accountability M. 
M. M., 19 
29M ( \f 
° Winthrop’ 13 
print 1920, p. < 31 


[ Mar, 


BILITY 


Martial 
with 
‘hich js 
lent of 
finition 
tablish 
moral 


e for an 
from 
be able 
to dis- 
to the 


this 
issue 
e, the 
ibility 
stion: 
ymmis- 
mental 
lent as 
larged, 
id (2) 


each 
a tie 
» such 


anity, 
hand, 
uence 
r its 
rolla- 


ader 
| the 
ara- 
‘tial, 
o be 
ntal 
d at 
ces- 


ntal 
lual 


Re- 


ABNER E, 


1946] 


LIPSCOMB 


625 


. 


combines both the concept of the right and 
wrong test and the concept of the irresistible 
uulse test and is sufficiently inclusive to 
encompass the problems involving insane 
delusion as presented in the McNaghten 


1111} 


opinion. Upon the military justice test the 
ultimate triers of the facts are not concerned 
with complicated definitions or with conven- 
tional forms of so-called insanity but rather 
with the following all-important questions: 


(a) Was the accused at the time of the alleged 
offenses “so far free from mental defect, disease or 
lerangement as to be able concerning the particular 
acts charged” to distinguish right from wrong? 31 
(b) Was the accused at the time of the alleged 
far free from mental defect, disease 
and derangement as to be able concerning the par- 
ticular acts charged .... to adhere to the right? ” 3 

(c) Was the accused at the time of his trial suffi- 


ciently sane “intelligently to conduct or cooperate 


offenses 


in his defense?” 3 


If either of the first two questions is an- 
swered in the negative the accused should be 
found not guilty by reason of mental disease, 
defect or derangement. If the third question 
is answered in the negative he should not be 


tried. The above principle has been consis- 
tently recognized in military law.** For 
example, in 13 BR 389, Riesenman, the 


be an intelligent indi- 
vidual, able to conduct his own defense and 
to recognize right from wrong as to the 
particular acts charged. Since, however, the 
evidence showed that he was suffering from 
mental disease, defect or derangement which 
rendered him unable, concerning the partic- 
ular acts charged, to adhere to the right, the 
findings of guilty were disapproved. In a 
much older decision, The Judge Advocate 
General summarized this controlling prin- 
ciple, as follows: 


I 
accused was shown to 


Men, under the influence of disease, may know 
the right, and yet be powerless to resist wrong. The 
well-known exhibition of cunning by persons ad- 
mitted to be insane, in the perpetration of an illegal 
act, would seem to indicate comprehension of its 
evil nature and legal consequence, and yet the 


1 Fifth sub-paragraph, paragraph 78a, p. 63, 
M. C. M., 1928. 

82 Fifth sub-paragraph of paragraph 78a, p. 63, 
M. C. M., 1928. 

88 First sub-paragraph of paragraph 63, M. C. M., 
1928. 

84 See 1 BR 39, 46; 8 BR 57; 11 BR 281, 207; 
13 BR 389; 14 BR 339; 15 BR 281; 18 BR 301, 
313% 23: 


power of self-control being lost from disease, there 
can be no legal responsibility.35 


THE BuRDEN OF PROOF 


Although there are differences of opinion 
in the state courts concerning the party who 
bears the burden of proof on the issue of 
mental accountability, the practice in military 
law is well settled. The Manual for Courts- 
Martial directs: 

Where a reasonable doubt exists as to the mental 
responsibility of an accused for an offense charged, 
the accused cannot legally be convicted of that 
offense. .... 86 


This provision, which is similar to the pro- 
vision of the 1921 Manual, places the burden 
of ultimate persuasion on the issue of mental 
responsibility upon the prosecution and rec- 
ognizes the fundamental principle that all 
men are deemed innocent until proved guilty 
beyond a reasonable doubt.** On this point 
the United States Supreme Court has made 
the following authoritative pronouncement : 

.... Strictly speaking, the burden of proof, as 
those words are understood in criminal law, is never 
upon the accused to establish his innocence or to 
disprove the facts necessary to establish the crime 
for which he is indicted. It is on the prosecution 
from the beginning to the end of the trial and 
applies to every element necessary to constitute the 

* * * 

If insanity is relied on and evidence given tending 
to establish that unfortunate condition of mind, and 
a reasonable well-founded doubt is thereby raised 
of the sanity of the accused, every principle of jus- 
tice and humanity demands that the accused shall 
have the benefit of the doubt.3§ 


It is clear, therefore, that evidence which 
raises a reasonable doubt as to an accused’s 
mental responsibility overcomes the presump- 
tion of his sanity and injects the issue of his 
mental accountability into the court-martial 
trial. The burden then rests with the prose- 
cution to prove, as an instance to the ulti- 
mate issue of guilt, that the accused was “so 
far free from mental defect, disease, or 
derangement as to be able concerning the 
particular acts charged both to distinguish 
right from wrong and to adhere to the 

35 CM 116694, James. 

36 M. C. M., 1928, par. 78. 

37 See M. C. M., 1921, par. 219. 

88 Davis vy. United States, 160 U. S. 469. 


| 


MENTAL ACCOU NTABII 


right.” If the prosecution fail to establisl 
such proof beyond a reasonable doubt, 


court should acquit the accused. 


PROBATIVE Force OF A REPORT BY A Boa 
OF MEDICAL OFFICERS—THE 
Expert's TESTIMON\ 


The primary function of a board \ 
medical officers appointed pursuant to Arny 
Regulation 600-500 is to examine into 
mental condition of a designated person 
the purpose of rendering an opinion concer 
ing 


the 


his sanity or mental accountability 
authority directing the examinati 
Since the personnel of the board act out 
court, and since they have not been sul 
jected to cross-examination, they should 
called as witnesses and given an opportu 

to explain their conclusions. The necessity 
of this procedure was recognized in tl 
Manual for Courts-Martial, 1917, wherei 
was stated: 


The medical report as a whole will be admissibl 
in evidence, and when admitted the court will | 
called as a witness for the court at least one 
members of the board to be thoroughly exa: 
as if on cross-examination, by counsel for tl 
cused, the judge advocate or the court, as t 
feature of the report, and on request of the 
the remaining members of the board shall | 
for cross-examination, 


(Italics supplied.) 


The testimony of an alienist may be based 


upon the following : 

(a) Personal acquaintance with the a 
cused. 

(b) Personal examination 
tion of the accused. 

(c) Hypothetical questions which permi 


and obser\ a 


medical officers to express opinions upon 
facts assumed to be true which in reality may 


be in dispute. By use of the hypothetical 


question the court is given the benefit of the 


expert’s opinion for use by the court if the 
court resolves the factual issue consistent 
with the assumed facts in the hypothetical 
question. 


RESULT OF A FINDING oF Not GUILTY By 
REASON OF MENTAL Derect, DISEASE 
OR DERANGEMENT 

An acquittal by reason of mental defect, 
disease or derangement does not adjudge the 
accused to be insane but only indicates that 
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es not indicate insanity it may indicate sanity. It 
1 ce ly throw light one way or the other upon 
the iss 


It is also relevant and proper to show pre- 
external circumstances which 


have t¢ nae 


ting may 
d to produce a specific mental con- 
dition or the prior or subsequent existence 
of a condition from which a particular mental 
condition may be inferred.** For the same 
reason Wigmore stated: 

It is alm 


is qualified to testify to insanity ; and it seem 


lly agreed that a lay-witness 
s to be 
lly accepted that, in whatever form the 
} 


univers 
issue of insanity may be presented, the jury may 
take into consideration the behavior of the person 
(Sec. 1160.) 
Although it appears that insanity is not 
inherited, hiatrists state that 
here is a definite tendency for this malady 
be transmitted t It has 


D¢ (ral 1 to 
een shown that Insanity may appear in 


necessarily psyc 


also ] 
ne generation and not in t 
urd generation. It 
it the insanity both of 
as well as that of a collateral rel- 
indicate an ancestral 
tendency to the disease which may appear in 
Al- 


though some courts have imposed limitations 


av re-appear in the t 
follows, therefore, th: 
an ancestor, 
anterior 


alive, may 


other collateral branches of the family. 


on evidence showing this inherited tendency, 
courts-martial have been liberal in the admis- 
f such evidence. 

The proper function of the psychiatrist as 
mental conditions 
Although his 
testimony is of vital importance to a proper 
forms of mental 
conditions, there is no rule of evidence which 
hi imony in a court-martial case 
yreference which accords to 
it greater weight than that accorded to other 
43 TH the 


an expert witness on 


should be well understood. 


certain 
requires S 


and no rule of | 


‘ 
relevant testimony. 


as in otl 


her jurisdictions where modern pro- 
cedure is followed, an accused who has raised 
the issue of his mental accountability is 
placed under observation by physicians with 
the result that their expert testimony be- 
comes a practical requirement in his 
The probative force of the testimony of 

41 Wigmore on Evidence, 3rd Ed., Sec. 228. 

42 Wigmore, 

48 Wigmore, supra, 


f 
44 Wigmore, 


supra, SeC. 227 


227. 
Sec. 2090. 


supra, 2090, Cc. 
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psychiatrists is dependent, as is the probative 
force of the testimony of all witnesses, first, 
upon the witnesses’ individual credibility 
as evaluated by the court ; and secondly, upon 
the logic and clarity of his scientific analysis 
of the problem before the court. His primary 
function is to enlighten the court on the pa- 
thology and symptoms of the particular men- 
tal disorder with which the accused may be 
afflicted and to explain the probable effect 
of such a mental condition upon the accused’s 
ability to distinguish right and 
wrong and his ability to control his conduct. 
The psychiatrist just as the court which he 
serves should endeavor not to inject his indi- 
vidual concept of morality and justice into 
He should acquaint himself with 
the military standard of mental account- 
ability and remember that when he is testi- 
fying before a court-martial, or advising a 
reviewing authority, he is not functioning 
under the law of his particular state or apply- 
ing a test of sanity as it existed under Eng- 
lish law one hundred years ago, but that he 
is seeking to help the court or the reviewing 
authority to make a scientific and truth- 
ful answer to the questions involved in 
military justice standard of mental 
accountability. 


between 


the case. 


the 


CONCLUSIONS 


In conclusion and to answer more partic- 
ularly the questions listed at the beginning 
of this article, it should be observed that mili- 
tary justice in determining the issue of 
mental accountability is not controlled by 
any conventional, legal or medical definition 
of sanity and that certainly it is not restricted 
to the concepts of the English law of one 


justice has evolved a unique standard of 
mental accountability which includes not only 
the concepts involved in the traditional so- 
called right and wrong test but also the more 
liberal and humane concept of moral justice 
involved in the so-called irresistible impulse 
test. In incorporating this latter concept into 
its standard of mental accountability, mili- 
tary justice has recognized the scientific 
truth that the capacity to feel remorse and 
to distinguish between right and wrong does 
not necessarily imply power to control con- 
duct. It has thus compromised the law’s 
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UNDI MILITA \ | Mar 
traditional arbitrary concept that all per l, at the time of the particular 
within certain categories possess absolute — ¢ complained of, 1 essed the neces 
freedom of will and that all persons withi ental intent or attitude. Obvious 
other categories possess none. [t has repud t a knowledge of the rightness 
ated the conventional legal position as stat ( of an cused could not 
in Holloway v. United States, supra tl e a criminal fa} likewtse if tl 
“For the purposes of conviction there i ed, because of ment Iness, is d 
twilight zone between abnormality and_ it the power of choice or of volitio 
sanity. An offender is wholly sane or wholl does not posst the mental attitud 
insane.” In other words, the military justi sential to criminal responsibility. More. 
standard of mental accountability represent over, the military justice standard is not a 
a compromise between law and _ medical sanity or insanity as those words are 
science, a compromise between the concept enerally understood. It employs neither 
of sanity and justice of the ordinary man at vord and it does not require a determination 
the concept of justice and sanity of s to the existence of either condition. Since 
modern psychiatrist. It admits that a hi | is free from the restraints of 
may walk and talk rationally and yet not be dogma and from inflexible legal and medical 
medically, morally or legally responsible f definitic t should remain useful despite 
his conduct. ( ging views as to the nature and scop 

Athough it has not been entirely satis mental diseases. Regardless, however, of 
factory to the lawyer or to the psychiatrist, its merits the problem of its just application 
it possesses distinct merit. It is based upon is a difficult one and one which calls for in- 
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MENTAL ACCOUNTABILITY UNDER MILITARY LAW IN CANADA’ 


C. AULD, &..C., M.A, B:C.L. 


(Oxon. ) 


Professor, School of Law, University of Toronto 


As regards military law in Canada, a pri- 
mary fact must be kept in mind: a person 
subject to military law when in His Majesty’s 
dominions may be tried by any competent 
civil court for any offence for which he would 
be triable if he were not subject to military 
law. While, for convenience, military courts 
are given power to deal with most civil 
offences, they cannot try an accused person 
for treason, murder, manslaughter, treason- 
felony or rape, unless such person at the 
time he committed the offence was on active 
service or unless the place where the offence 
was committed is more than one hundred 
miles in a straight line from any place in 
which the offender can be tried for such 
offence by a competent civil court. In prac- 
tice, military courts are reluctant to try cases 
of the greater felonies (especially murder, 
manslaughter and rape) if the matter can be 
urned over to a civil court to deal with. 

Now, it is precisely in respect of the 
greater felonies, involving penalties of death 
or life imprisonment, that the defence of 
insanity is raised. No counsel is likely to 
put in a plea of insanity to a lesser charge, 
involving at most imprisonment for a term 
of vears—for acquittal on the ground of in- 
sanity normally involves incarceration in an 
institution for the care of the criminally in- 
sane, and that is virtually equivalent to a 
life sentence. 

It follows that military courts have had 
comparatively little to do with the plea of 
out-and-out insanity, though it often happens 
that evidence of weak-mindedness is adduced 
before such courts in support of an argument 
for mitigation of the penalties for lesser 
offences. 

Military courts recently, however, have 
exercised jurisdiction to try charges of trea- 
son, mutiny and desertion; and, in respect 
of such matters, considerations of mental 
accountability become of great interest and 
importance. 

1 This brief statement was written on request to 
permit comparison of usage in the United States 
and Canada. 


The principles by which a military court 
will be governed in deciding questions of 
liability where the defence of insanity has 
been raised are set forth in the Manual of 
Military Law issued by command of the 
Army Council in England, and made appli- 
cable to Canadian troops under the provi- 
sions of the Militia Act, R.S.C. 1927, C. 132. 
These principles differ in no way from those 
which are applied in the trial of offenders in 
civil courts in Canada. 

The fundamental test is that which was 
established in Mf/cNaghten’s Case. This test 
finds statutory formulation in S. 19 of the 
Canadian Criminal Code. “No person shall 
be convicted of an offence by reason of an 
act done or omitted by him when labouring 
under natural imbecility, or disease of the 
mind, to such an extent as to render him 
incapable of appreciating the nature and 
quality of the act or omission, and? of 
knowing that such an act or omission was 
wrong. A person labouring under specific 
delusions, but in other respects sane, shall 
not be acquitted on the ground of insanity 

unless the delusions caused him to 
the existence of some state of 
things which, if it existed, would justify 
or excuse his act or omission.” It is not a 
good defence that the accused, though he 
can distinguish between right and wrong, 
is so affected by disease that he is incapable 
of controlling his actions; and the courts 
have been astute to point out the difficulties 
of distinguishing between the irresistible 
impulse and the unresisted impulse. 

The burden of proof of insanity at the 
time of the commission of the offence lies 
with the accused. Every person, that is, is 
presumed to be sane and to be responsible 
for his acts until the contrary is proved ; and 
it must, therefore, be clearly proved by the 
defence that the accused is brought within 
the terms of the exceptions above quoted. 


believe in 


Although irresistible impulse is not ac- 


2For “and” read “or,” Vide R. v. Cracknell, 
[1931] 4 D.L.R. 657, O.R. 634, 56 Can. Cr. Cas. 190. 
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cepted by military tribunals as a det 

yet in fact it will be considered in d 

ing the quantum of punishment. If, as hay | 
pens in Canadian law, the sentence of cd 

on conviction of murder is a mandatory 


yet there is much room for executive cl tv: but 
ency; and the confirming authority will ked whether 
generally be ready to hear any argument tl 
may be advanced for a review and commuta rged 1s 

tion of sentence. At the trial itself, careful Aled 

inquiry will be made into the prisoner's medi f matt 

cal history, and evidence of mental strain , and 
and similar relevant psychological factors, would be the t 
will be received in support of an argument re submitted t 
that the accused was subjected to provoca- not to rea 
tion, or laboured under-a mistaken impres pinion, and tht 
sion as to his right, for example, to defend 


himself against aggression. Tex 
The position of the medical expert, 1 nan o1 
military trials where the sanity of the accused 
i apparently at medical exy 

which is 


comes into question, is not 


different from that found in tl ered, will 
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EMOTIONAL REACTIONS OF AMERICAN SOLDIERS TO AN 
UNFAMILIAR DISEASE’ 
MAJOR JEROME D. FRANK 
Medical Corps, Army of the United States 


I. INTRODUCTION 


Since the beginning of the war American 
soldiers have been repeatedly exposed to un- 
iliar diseases about which medical know]- 
were 
In the Pacific 
of these was malaria which 


edge was incomplete at the time they 
1 itracted by our troops. 
first 
was a major problem before atabrine therapy 


was standardized, to be 


followed by filari- 
asis(2), scrub typhus, and schistosomiasis. 
1 

mach Of these 


diseases when first encoun- 


tered by our troops was surrounded by an 


inevitable atmosphere of uncertainty. This 
tended to encourage emotional reactions 1n 
patients which themselves might l 


symptoms or modify symptoms due to strictly 
Asa result, the duration and 
invalidism caused by these ill- 


organic causes. 
amount ot 


nesses was greater than might have been ex- 


pected from their organic manifestations 

aione. As knowledge of each disease in- 
there was a decline in the amount ot 


lity it produced, even wit 


thout change 
lethods of treatment. 


This improve- 
» attributed to better attitudes on 


DE 
the part of both patients and physicians re- 
sulting from increased certainty as to the 

1 


nature and treatment ot the condition, 


lhe problem of emotional reactions to an 


untamiulhi qdiseas CCE 1\ became cute a 

a general hosp ll in tne racinc area W Cl 

a group of patients were being treated for 


schistosomiasis. 


of proportion to the objective findings that 
medical officers in charge of them requ sted 


a psychiatric evaluation of the situation. This 
study was an attempt to meet this request. 
It was undertaken at a time when uncertain- 
ties as to pathogenesis, organic manifesta- 
tions, effectiveness of treatment, prognosis 
Fur- 
thermore, the outbreak was of epidemic pro- 


and disposition were at their height. 


1 From the Neuropsychiatric Service, 118 General 


Hospital. 


portions, taxing hospital facilities to the ut- 
most. The treating large 
groups of patients made it impossible to give 
each patient the individualized attention he 
would have received in more favorable cir- 
cumstances. These 


necessity for 


conditions heightened 
certain emotional reactions which are prob- 
ably present to some degree in all illnesses 
in which the patient is uncertain about his 
condition. Similarly, they brought into focus 
certain problems of therapy and aspects of 
the physician-patient relationship which 
under normal circumstances might tend to 
pass unobserved. It is believed that the find- 
ings of this study apply in some degree to 
patients’ attitudes in all illness. In particu- 
lar, it is hoped that it will supply clues as to 
how to cut down emotionally aggravated 
invalidsim, not only in patients with schisto- 
somiasis, but in the unfamiliar diseases yet 
to be encountered as our trov ps occupy Japan. 

Schistosomiasis is caused by a fluke which 
is transmitted by a water snail found in fresh 
water streams. The cercariz enter the un- 
broken skin and develop into adult worms 
which lodge chiefly in the mesenteric veins. 
These worms lay eggs, some of which ul- 
cerate through the wall of the intestinal tract 
and appear in the stools. It is believed that 
most of the early symptoms of schistosomiasis 
are caused by allergic reactions to the ova. 
Common initial symptoms are malaise, fever, 
upper ab- 
dominal pain, constipation, stiffness of the 


urticaria, angioneurotic edema, 
neck and cough. Occasionally more or less 
severe neurological manifestations are seen. 
There is usually an accompanying leucocy- 
tosis with eosinophilia. A positive diagnosis 
is established by finding mature ova in the 
stools. 

Little is known of the remote effects of 
the disease in white men who have had only 
a brief exposure. In native populations, liver 
cirrhosis with ascites may eventually occur. 
However, they differ from our troops both 
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in having repeated re-infestations and in t 
presence of acquired immunity. 

At the time of this study it was difficult 
to evaluate the course of schistosomiasis afte1 
the acute stage had passed. Most patients 
had no physical findings after the initial re 
action was over. Enlarged lymph nodes and 
palpable liver and spleen were occasionally 
found, but they might be absent in the pres 
ence of definite persisting infestation, and of 
course might be present due to other causes in 
the absence of this disease. Laboratory find- 
ings might be equally inconclusive. Although 
mature ova in the stools indicated the con- 
tinued presence of infection, their disappear 
ance did not necessarily mean that a cure had 
been effected. The ova frequently disap 
peared following treatment, only to reap- 
pear at a later date. Total white count and 
eosinophil count were influenced by too many 
extraneous factors to be reliable guides of 
the course of the illness. Skin sensitivity 
tests and sigmoidoscopic examination gave 
promise of aiding in evaluating the progress 
of the infestation but were still in the inves- 
tigative stage. Finally, patients’ complaints, 
as will be seen, were useless as indicators 
because practically none were specific to the 
disease, and most were characteristic of emo- 
tional rather than organic disturbance. 

The situation was further complicated by 
uncertainty as to the action of the trivalent 
antimony compounds used as_ therapeutic 
agents. It seemed that though they might 
cause the ova to disappear temporarily from 
the stool, they often failed to kill the para- 
site. At the same time they not infrequently 
caused toxic reactions usually mild, but occa 
sionally accompanied by manifestations such 
as nausea, vomiting and muscular pains, 
which complicated the symptom picture. 

In short, at the time of this study acute 
schistosomiasis was a poorly understood clin- 
ical entity with protean symptomatology and 
no certain objective means of evaluating 
severity or progress, for which the only 
remedy was not completely efficacious and 
was often somewhat toxic. did not 
know how to be sure a patient was cured, or 
what part of the symptoms of a given patient 
at a given time were due to the parasite, 
what part to the treatment, and what part 
to his emotional reactions. Disposition poli- 
cies were in a state of flux necessitated by 


One 
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changing understanding of the diseasé¢. The 
result was an atmosphere in which rumors 
flo ed ld y-producing attitudes 
thi 

II. Ri 
\. GENERAL SURVEY 

lhe study group consisted of a random 
of 50 patients who had had schisto- 
omiasis proven by the finding of ova in 
stools, who had had one or more courses 
' nt with antimony compounds, and 
been hospitalized continuously for 
| period of time. They had all passed 
the acute stage. When it was bruited about 


re Was an opportunity for a psychi- 
interview, a few patients asked to be 


S yy the psychiatrist, and a few were re- 
ferred specifically as psychiatric problems, 
\lt of} ie information obtained from 
these patients influenced the considerations 
o be reported, they are not included in the 
statistical summary of the results. Each pa- 

was seen for a single interview lasting 


one-half to one hour. The 
lis interview were supplemented with 


results obtained 


from the clinical record. 
Stay of these patients 
were seen was 105 days, 


with a range from 68 to 148 days; that is, 


ie shortest period of hospitalization was 
something over two months, the longest al- 
most 5 months. These abnormally long 
periods in hospital resulted from the need 


the patients for a sufficient period 


to determine the effectiveness of treatment. 


Schistosomiasis was the main reason for 
hospitalization for all the patients studied. 


However 15 had other pre-existing or con- 
conutant organic disease 
biasis, and hepatitis, 


such as hookworm, 
and 6 showed evi- 
dence of pre-existing psychoneurosis or sim- 

It is believed that 
these more or less incidental findings did 


ple adult maladjustment. 


not appreciably influence the results. 

With respect to the treatments given, 40 
| the patients had 10 of 
UI emetic. The 
remaining 10 had received tartar emetic 


received fuadin, 
them after a course of tartar 
alone. Toxic reactions occurred during or 
immediately following 18 of the 20 tartar 
treatments, 


emetic Although less frequent 


after fuadin, they were not unusual, being 
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reported in 27 of the 40 patients receiving 
this drug. Almost all these patients were 
seen several weeks after the last course of 
treatment so that acute toxic reactions played 
no significant part in the findings. 

Of the 50 patients, 35 were hospitalized 
because they had clinical symptoms of schis- 
tosomiasis sufficiently severe to cause them 
to report to sick call. The remaining 15 were 
hospitalized on the basis of ova found in 
their stools on routine surveys. No relation 
between the severity of the original attack 
and the degree of disability at the time the 
patients were seen could be determined. 

B. CLINICAL STATUS 

An overall evaluation of the degree of 
disability of each patient based on history 
and impression at the time of the examina- 
tion was attempted. Although this estimate 
may have been highly inaccurate for some 
individuals, it indicated a clear trend which 
is felt to be reliable. This was that the vast 
majority of the patients were neither in 
robust health nor strikingly incapacitated. 
Only 2 were considered to be so sick as to 
require further hospitalization. One of these 
was a severe hypochondriac the major part 
of symptoms long antedated his 
schistosomiasis. In the other a large func- 
tional element was suspected but could not 
be proven. At the other extreme only 2 
patients seemed essentially symptom free 
and ready for full combat duty. All the re- 
maining 46 were judged able to perform at 
least light non-combat duty, but still not 
entirely restored to health. 


whose 


Objective findings attributable to schisto- 
somiasis were infrequent. Only 7 of the 35 
patients who were checked in this respect 
had physical findings which might possibly 
have been due to the disease. Of these, 5 
had palpable cervical glands, one a palpable 
liver and one a palpable spleen. As regards 
the laboratory findings, only one stool showed 
mature ova and 3 immature ova, the remain- 
ing 46 being negative. Only 2 patients had a 
total leucocyte count over 15,000. [osino- 
philia was not uncommon, being over 5% 
in 38 patients and over 15% in 10. Subjec- 
tive symptoms, usually of a mild sort, were 
as common as objective findings were rare. 
Although in many cases they were elicited 
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only by direct questions, only one patient 
produced no symptoms at all. 

By far the most common complaints were 
weakness or fatigue, present in 40 patients, 
and shakiness, reported by 35. These two 
usually occurred together, the patient com- 
plaining that they came over him in waves, 
or that he became shaky on mild exertion. 
Next most frequent were headaches, which 
occurred in 23, upper abdominal cramps 
present in 19, blurring of vision found in 12, 
aching or stiffness present in II, insomnia 
in II, irritability in 9, and restlessness in 9, 
Of the less frequent complaints, 6 patients 
complained of loss of appetite, 5 of epigastric 
swelling, 4 of chest pains, 4 of loss of interest 
in things, and 3 of concentration difficulty. 

The most striking characteristic of the 
more frequent symptoms was the inability 
to allocate the relative roles of parasitical 
infestation, antimony, and psychogenic fac- 
tors in their production. Some of the rarer 
ones, such as insomnia, restlessness, loss of 
interest, irritability and concentration dif- 
ficulty, would appear to be essentially ex- 
pressions of emotional tension. Blurring of 
vision and stiffness or aching of muscles and 
joints occur as acute toxic effects of anti- 
mony. Whether their continued presence 
long after the drug has presumably been to- 
tally excreted may still be attributed to this, 
is doubtful. The most prevalent symptoms 
however—weakness, shakiness, headaches 
and epigastric cramps—could be caused by 
any combination of several factors. All are 
frequently seen on a purely psychogenic basis. 
On the other hand, epigastric cramps and 
headaches are bona fide symptoms of schisto- 
somiasis, and some patients reported that 
shakiness and weakness occurred only dur- 
ing treatment, stopping soon after antimony 
was discontinued. 

A further factor which must be con- 
sidered in the evaluation of these symptoms 
is the effect of long hospitalization per se. 
Questioning of a small group of ambulatory 
surgical patients without schistosomiasis who 
had been hospitalized several weeks showed 
that a large proportion complained of weak- 
ness and shakiness, the most common com- 
plaints of the patients with schistosomiasis. 
A recent study of soldiers hospitalized for 
many months following hepatitis stresses the 
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prevalence of the same symptoms, presu large number of patients under treatment. 
ably on a psychogenic basis(1). there was little o ity for the individu. 
In summary, it seems likely that a « d re uran which might have coun- 
siderable part of the incapacity of these | racted unhealthy preoccupation. Material 
tients was not directly related to s worry Was supplied at every turn. Treat- 
somiasis, but should be attributed to suc! ment was prolonged 1 uncomfortable, then 
factors as emotional strain and the effect nught be repeated after it was supposed to 
of prolonged hospitalization. be finished. Disy n appeared to the pa- 
ents to be bitrary and capricious—some 

C. ATTITUDES nm were id to hav Fone | ome, others 

ick t s, still others were 

In an attempt to gain an understandi discharged and then showed up in the hos- 
of the emotional stresses under which 1) pital detachment vas full of infor- 
patients seemed to labor, questions \ mation and misinformation, and there was 
asked about such topics as the disease itself of separating the wheat from the 
the treatment, the ward officers, the p1 he information supplied by doc- 


lems of immediate disposition and the mor t 
remote future and, finally, about the si 
of the information that the patients 


seemed to | contradicted by radio 


took an alarmist view 


illness i1 to discourage bath- 
cumulated and its effect on them. In evalu ng in infected Some men wrote 
ating the answers to these questions it the disease up and 
be kept in mind that the situation was writ el ut it, others found an article 
conducive to frankness. Most patients kne\ n an encyclopedia or read the circular that 
that the interviewer was a psychiatrist, wl | fuad [very man 
at once tended to put them on the defens t vitches cauldron 
An effort was made to circumvent this diffi 
culty by explaining to the patients at tl lominant attitudes which appeared 
start of the interview that they had bee re resentment, anxiety and 
picked at random, not because it was ly 7 patients could none of 
that the ministrations of a psychiatrist were _ tl three clearly be detected, and in several 
needed, that the purpose of the interview hem it was felt that these attitudes were 
was to get information on attitudes whi ealed. Thirty-three patients 
would be helpful to all concerned in plat r just two-thirds expressed some _ resent- 
ning future treatment, and that nothing the nent, and 24 each indicated some degree of 
said would be entered in their clinical record. anxiety « ! 
Although most patients seemed to accept \\ ect I eling ibout their 
these statements and replied in good fait! 2 patients were will- 
it may be assumed that some patients suy t \ tegorically that they thought 
pressed unfavorable attitudes and opinions. — 1! vere cured. On the other hand, 26 were 
On the other hand those who seemed ni ced that they still had the disease. The 
distrustful of or hostile towards the inter emaining 22 were undecided, but most 
viewer were usually the ones who expressed — leaned towards the belief that they were still 
themselves most freely. So all in all tl sick. As might have been expected. the 
results obtained probably bear a reasonable chief reason given for disbelief in a cure was 
approximation to the actual state of affairs. that they still didn’t feel well. These doubts 
These men displayed the attitudes which were fortified by the non-committal attitude 
might be expected to develop under the cir- of the ward officers, and by the re-treatment 
cumstances in which they were placed. Their of some patients after an interval. 
illness had begun usually, with an unpleasant Uncertainties about cure were frequently 
array of symptoms, which -had been com- ccompanied by concern about the future, a 
pounded by the discomforts of treatment. worry admitted 31 patients. However, 
This had been followed by a necessarily — the attitudes taken towards this varied widely. 
lengthy period of hospitalization with ample Some patients were frightened and depressed. 
time to brood and daydream. Due to the Others seemed mainly concerned that the 


940 | 
\ few 
ttitud 
4 good 
aslo, 
lye Va 
ficientl 
as Car 
| ac 
of fat 
that t] 
two \ 
ved 
oft 
effect 
in f1 
yet l 
were 
oul 
cel 
| are 
wer 
nec 
res¢ 
ot 
wit 
to 
get 
ac 
n¢ 
to 
we 
th 
() 
tl 
ul 
W 
S( 
a 
nN 
C 


[ Mar. 


eatment. 


ndividu. 
ve coun- 
Material 

Treat- 
ble, then 
posed to 
the pa- 
s—some 
others 
rs were 
he hos- 
f infor- 
was 
om the 
doc- 

radio 
t view 
e bath- 
wrote 
up and 
article 
ar that 


yn 


peared 
ty and 
one of 
everal 
were 
itients 
‘esent- 


most 
e still 
the 
e was 
oubts 
itude 
ment 


1940 | 


\rmy care for them until they were well. 
\ few took a highly realistic and sensible 
attitude. For example, one, who had made 
a good recovery from cerebral schistosomi- 
asis, stated that he was making plans to open 
a toy store in connection with his uncle’s lum- 
ber yard, if his strength did not return suf- 
ficiently for him to go back to his old job 
as carpenter. 

lack of faith in cure was paralleled by lack 
of faith in the treatment. Only 23 patients, 
or slightly less than half, seemed convinced 
that the treatment had helped them. Twenty- 
two were uncertain. The remaining 5 be- 
lieved that the treatment had left them worse 
off than they were before. As has already 
been pointed out, treatment was of neces- 
sity experimental to the extent that the most 
effective dosage and compound of antimony 
in fresh schistosomiasis infections had not 
yet been worked out. Most of the patients 
were aware of this, 28 being willing to ex- 
press the belief that they had been used as 
“ouinea pigs.” It is believed that this opinion 
was more nearly universal than this figure 
It is difficult to tell a medical offi- 
cer that believes other medical officers 
are experimenting on him. The significant 
point is that 17 of the 28 who thought they 
perimented on recognized the 
seemed to harbor no 


S110 


one 


were being 
this and 


ex 
necessity of 1 

resentment. Typical remarks expressing this 
attitude were: “We have been guinea pigs 


of necessity. Experiments have been made 


with our welfare in mind.” “Someone had 
to | 

getting it. Someone had to give it a trial.” 
“If they ain’t got no cure for it they might 
“Tf it’s 


in on it to keep someone else from 


as well practice on me as anyone.” 
necessary for them to experiment on me 
to clear it up, it’s the best they can do.” 

The patients’ doubts and uncertainties 
were also reflected in their attitudes towards 
the harassed ward officers caring for them. 
Only 12 seemed to have full confidence in 
their physicians. On the other hand, 15 made 
unfavorable comments and the remaining 23 
wouldn’t commit themselves. Of this group 
some may have been afraid to express their 
views. The criticisms were directed chiefly 
The first of these, a clear 
and uncertainty, 


at four points. 
manifestation of anxiety 
was that they were not being kept sufh- 
ciently informed about the treatment: “I’m 


JEROME D. FRANK 


635 


disgusted. Nothing ever seems to be done. 
We just keep around and they keep doing 
something to us and we don’t know what’s 
going on.” “I know I’m being used as a 
guinea pig. I felt kinda peeved at first but 
I can’t do much about it.” “Everyone would 
have felt a lot better if they explained it 
first.” 

The second criticism was directed at what 
was felt to be a lack of consistency: “They 
say it isn’t serious, yet they keep us around 
here and won't let us work.” “They tell you 
one thing one day and kind of contradict 
themselves. Like they say the sickness is 
all in your head, and then they want to give 
you more shots.” “If they told me I was 
completely cured, I don’t see any necessity 
for being kept under observation. If they’re 
going to keep me under observation they 
deny themselves.” 

The third complaint was_ that 
officers appeared insufficiently interested: 
“When a man tells you a pain you can’t 
stand is in your mind, you know the feel- 
ing you get.” “I tell them something and 
they just pass it off as though it didn’t exist.” 
“You go to a doctor with a little complaint 
I feel I might as 

These comments 


ward 


and he says its schisto. 
well be talking to myself.” 
were, of course, a reflection of the insecurity 
and irritability of the patient rather than of 
the actual attitudes of the ward officers, who 
gave as much individual attention as possi- 
ble under the hectic conditions which pre- 
vailed. 

Resentment in a very few patients, finally, 
reached such a pitch as to result in the absurd 
suspicion that the physicians were trying 
to make a name for themselves at the pa- 
tients’ expense: “The talk is going around 
that someone is trying to make a name for 
themselves. It’s logical. We’re in no posi- 
tion to act on it.” 

With respect to attitudes towards disposi- 
tion, perhaps the most significant finding was 
that in spite of the prevailing atmosphere of 
invalidism, only 30 patients expressed a 
wish to be sent home. Many felt that all 
that mattered was to regain their health, and 
that they preferred to stay in this theatre if 
this result could be achieved here. One mo- 
tivation which played a part in this attitude 
was unwillingness to distress their families 
by returning home as invalids. Another was 
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a feeling of responsibility to comrades still 
fighting. For some patients, being invalided 
home was equivalent deserting their 
friends. Such men pleaded to be returned 
to their organizations, or failing this, to be 
allowed to support their comrades by work- 
ing in rear areas. 

From the standpoint of rehabilitation the 
most important fact about the attitudes 
towards disposition was that many of these 
patients were receptive to the thought of 
remaining at some form of duty in this 
theatre. The unconfirmed possibility of being 
sent home was probably more disturbing 
than definite knowledge that they were to 
remain here would have been. 


to 


D. INFORMATION 


The patients’ understanding of schisto 
somiasis varied widely, but on the whole it 
was poor. Of the 50 patients, only 12 were 
considered to well informed the 
disease. Their knowledge was accurate, wit 


be about 
h 
an adequate evaluation of those aspects of 
schistosomiasis about which no certain 
knowledge exists. Ten patients had only very 
meagre and usually inaccurate information. 
They seemed to have remembered primarily 
the alarmist rumors. The remaining 23, or 
about half, had a certain amount of accurate 
knowledge heavily spiced with rumor and 
conjecture, 

One item used as a check on how well these 
patients were informed, was whether or not 
they knew that the worms could not repr 
duce in the body. This fact is particular], 
significant because it can be used therapeuti 
cally as evidence for the self-limited nature 
of the disease. Of the 50 patients, 17 
sure that the worms did not reproduce, but 
6 were sure they did, and 27 didn’t know. 
It was disconcerting to discover 
a few of these admitted having been told 
by the doctors that the worms did not repro- 
duce, but stated that they didn’t know 
whether to believe it or not. In other words, 
they had reached the point of doubting any- 
thing from any source. 

Although a certain amount of confusion 
was inevitable in as poorly understood a dis- 
ease as schistosomiasis, part of it was at- 
tributable to inability to control the dissemi- 
nation of information. There 


were 


were many 


that quite 
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mes contradicted each 
r, and the implications of the material 


presented were not always adequately clari- 


1 The ef sources « formation were 

, the statements of the doctors, the 

idio broadcasts cautioning men to stay out 
of streams, and an exhibit of the disease. 
either a velling one or one presented at a 
lecture by a member of the staff of the hos- 
pital. A few patients had managed to read 
t the disease in an encyclopedia or a 
text | tropical medicine, and some had 
Set le circular accompanying the fuadin 
poules. Of the major sources, all but 
the physicians apparently increased appre- 
hensiveness or resentment rather than allay- 
ng it. Even the doctors were felt to be re- 
suring by only 19 tf the patients. All 


were universally reported as 


neutral or upsetting in their effects. 
[hese may be considered briefly in turn. 
The rumors which seemed to make the 
st impression were either those connected 
with immediate disposition or those con- 
cerned with future disabilt lifteen men 
t eht they knew that son patients had 
en sent home, and 13 had picked up the 
notion, to support this, that the disease shows 
1 more rapid recovery in a cold climate. 
\ chance sentence in 7 magazine about 
dogs with schistosomiasis being rushed to 
U. S. by plane was e source of this. 
| men reported the rumor that one 
would soon die of the disease, 8 that it made 
e a permane invalid and 12 that it pro- 
iced prolonged invalidisn 


Lhe radio broadcasts were highly colored 
of the supposedly disastrous ef- 
fects of schistosomiasis. While the broad- 
justified by their striking 


success in he further spread of the 
disease, their effect on those few who had 
lready contracted schistosomiasis were often 
rtunate. This was not only because of 

eir alarmist nature, but because they con- 


more fre assuring sources. 


Since the voice of radio always carries a cer- 

tain authority, the resul was to produce con- 

usion in the patients minds: “Either the 

radio or the doctors are screwed up about 


ing. I suppose the doctors are right, 

the 
radio program.” “They tell you in the hos- 
pital schi On the 


the doctors write 
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radio they say it kills. That breaks down 
the morale of the fellows who got it.” Be- 
cause Of this aspect, these broadcasts were 
jiscontinued at about the time this survey 
was undertaken. 

The schistosomiasis exhibit occasionally 
armed patients who had not realized that 

required massive or repeated infections 
to produce ascites or destroy livers. This 
joint, if clarified, could perhaps have been 
turned to good advantage, by pointing out 
how much better off the patients, with their 
single brief exposures were by contrast. 

The only important criticism made of the 
information supplied by doctors was that it 
was sO extensive as to be confusing. As one 
man put it: “The doctors gave us so much 
information it got all balled up in my head.” 

The question arises as to the desirability 
f trying to inform patients about their ill- 
ness. A few of these patients apparently 
tried to combat their anxiety by attempting 
to shut their minds to knowledge of their 
own condition or of the disease itself. 
man said 


One 
: “I think I shouldn’t be told (about 
my stools) for my own peace of mind. If 
you told some their stools were normal and 
didn’t tell others, the others would worry.” 
\nother put it more simply: ‘What you 
don't know won't hurt you.” As might be 
expected, this “head in the sand” attitude 
was seldom successful. Most patients main- 
taining this were mines of alarmist 
rumors. The majority showed a desire for 
information, based on a realistic and healthy 
attitude, expressed in such terms as: “I’m 
old enough to know the truth. If I’m going 
to die tomorrow I’ve faced it before.” 
all patients, 


pose 


Since 
regardless of their expressed 
attitudes, were certain to pick up informa- 
tion In one way or another, and since accu- 
rate knowledge, even if not entirely roseate, 
is one of the best antidotes for anxiety, ef- 
forts to give patients accurate and clear 
information about their illness would seem 
to be fully justified. 


E. INDIVIDUAL REACTIONS 


The reactions of the individual patient to 
schistosomiasis were of course determined 
not only by the circumstances already dis- 
cussed, but by his own personality and atti- 
tudes. He tended to seize on those aspects 
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of the situation which fitted in best with his 
own preoccupations. The following two 
cases, one of whom reacted primarily with 
anxiety and the other with hostility, may 
serve to illustrate this point. 


Case 1.—This 20-year-old infantry man was 
apparently infected by marching through rice pad- 
dies. He had a moderately severe onset with pain 
in his eyes and back of his neck, stiffness, chills 
and fever. He received nine fuadin treatments. At 
the time he was seen he had been 128 days in the 
hospital. 

In the interview he made the impression of a 
youth who has been accustomed to the society 
of older people and was at ease with them. His 
dominant mood was one of apprehensiveness, and 
he appeared somewhat depressed. His opening 
words were, “I hope you don’t think I’m crazy.” 
He complained of constant headaches, extending 
down the back of his neck, anorexia and shakiness, 
and difficulty concentrating. He spoke of his 
“overall weakness” and easy fatigue. Finally he 
complained of anxiety dreams, of which an example 
was trying to fire his pistol at charging Japs but 
being unable to pull the trigger. 

A brief survey of his background revealed him 
always to have been a_ seriousminded, insecure 
type of person. He described himself as “not 
frivolous.” As a child he walked in his sleep, feared 
spiders, and for years had a light burning all night 
in his bedroom. Although he had had no serious 
illnesses, his health had never been robust. He was 
taking a premedical course at the time he was 
inducted, which may have been related to his exag- 
gerated concern over his condition. It is interesting 
to note the patient’s statement that in combat on 
Leyte and Samar: “I was surprized to find that 
I wasn’t frightened at all.” In other words, the 
enemy seemed to have been less of a threat to 
to him than a bodily illness. 

With this background of anxiety and hypochon- 
driacal tendencies, it is not surprising that, despite 
a good intelligence and the fact that he had a 
clear picture of the pathogenesis of the disease, 
he tended uncritically to accept all alarmist rumors. 
An example was: “One doctor was supposed to 
have told one of the fellows that untreated you 
have 5 years to live, treated you have at least 
20 years.” He found the radio “kind of difficult. to 
reject, since it comes from the same official source 
as the other things come.” He was chiefly worried 
by his persistent weakness and wondered if he 
would ever feel better. He was open to the thought 
that the doctors didn’t know what they were doing, 
but “if it’s necessary for them to experiment on 
me I suppose it’s the best they can do.” He didn't 
care whether he was sent home or not, as long 
as he was cured. 


CasE 2.—This 25-year-old combat engineer ap- 
parently contracted the disease by swimming in an 
infected stream. He had a moderately severe onset 
with cramps, backache, aching in his bones and 
moderate diarrhea. He had received both tartar 


emetic and fuadin. When seen he had been 1 nsible for the prolonged disability of }A few 1 
days in the hospital. 1 schistosomiasis. xaminat 
His attitude in the interview was 
cheerfulness, with an undercurrent a this disease as in | empUns 
ness and hostility. He showed no anxiety i1 OUne! not only « the adminis- | res ce 
manner. He tended to use a vocabulary above ] trat of proper dru but on the main- | standpow 
educational level and made a great show ince of the proper therapeutic atmospher relations 
superficial but poorly digested information, 1 Phe 4 Confic 
eral giving the impression of striving for effect 
{ faith in the 1 nd nectancy situatt 
He was essentially symptom free, but stated that | CXpecrancy 
felt a little shaky at times, occasionally slept poorly, I very, which in tl \rmy implies ex- physical 
and was somewhat sluggish for lack of exercis¢ pectal f return to duty. Certain direc- Phe | 
He was a Mexican whose life had been dominated ‘ in which efforts to encourage these atti- not pl 11 
authority. He described himself as an I 
vidualist.” He left school early in order to achiey y this stu ion 
financial independence, and made a great point of With respect to expectation of recovery, the ent 
saving his money, as a means of being self-sufficient hould be pointed out that in the Army Therefe 
He changed jobs frequently, usually because 1 nitaliond Ree nts a rather de vith a 
new job offered more pay. Apparently he | ie oe —— 
knack for picking up skills. His ageré ip 
found an additional outlet in prize fighting CIVIL lized civilian has tempt 
In his four year army career he had repeated! powertul incentive lrawinge him towards lisease 
received recognition for his abilities, then lost it 1 ' ve] , 9 civilian | pital means ident 
cause of difficulties with those in authority. H 4 swamp 
reached the rank of Ist sergeant once, stafl j 
geant twice, and sergeant 3 times, accord} returning to emouot Upport of ones 
his story. When seen he was a private and had unily, and resumi l work. In the ho 
been for a year. He stated that all his reductio1 \rmy. hospitali nN Not lv involves no thems¢ 
in rank were due to refusals to obey ord 1 | refuve 
With this background, he met the threat to his or duties, 
future independence implied by schistosomiasis | there 1 pe that if 
attacking the doctors, the implication being that remay ick lor ( h. one may be thir 
if he could discredit them he might be able t ent back to the my ery » hone en rs 
convince himself that he didn’t have the disea for pe 
after all. Hlis opening remark made clear that ] 
main concern was that he be able to make | mu PS UU 2 en sent oe 
own way when the army discharged hin “A hor counteracted to 
long as | have schisto and they don't cure n | eC tent | t| to reeam \ 
won't accept a discharge.” The implication lol evervane In 
that the Army planned to discharge him ptin 
invalid. He tended to exaggerate rum : appeal to Un 
cerning the severity of the disease, in such a w ECU A Cll pect in at least a os 
as to hide his own anxiety by making it. see Wil () u his feeling of rol 
ridiculous. The following typical statement wa nsibility to ] rades. whom he mav conf 
made in a tone not of alarm but of scorn: “Th ; x Vie schiis 
emaining an in 
said I was cured but from what I read and hear : : 1] 
on the radio I don't believe it. It’s liable to wreck cr is reluctance to be dis 
your brain or to paralyze you. The encyclopedia I Li 1 tl with a certificate \\ 
says it can give you cancer.” He seemed bitter lisabilit Chis imp! worrying his pres 
because he wasn't allowed to examine his own ly, perhaps a handicap in obtaining work, cout 
stools before treatment was started, and said flatly miti 
“They treated me without showing me I had it 
just on their own word. I still believe I didn’t Wy he 1s not in unitorm when his friends ort 
have it. The doctor himself told me I was a guinea re still fighting ture 
pig. He may have been joking but that wasn't the Maintaining the patients’ faith in the phy- str¢ 
time to joke. I would like to tell a few of the ne eee ee utomatic matter in ill- this 


doctors what I think.” 


are W i ul rstood., becomes S1V¢ 

, 1 real problem in relatively unknown condi- arn 

tions like schistosomiasis. Since each patient — 


It seems clear from this survey that worry, reacts to the situation in accordance with his ol 
resentment, lack of confidence, and similar own particular needs, the obvious first requi- lea 
unhealthy attitudes have been at least partly — site is to regard each patient as an individual. 
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\ few minutes at the end of the initial 
xamination devoted to discovering and at- 
ampting to meet the patient’s personal wor- 
ries are usually well worth while from the 
standpoint of creating a good therapeutic 
relationship. 
Confidence is best maintained by creating 
, situation in which the patient relies on his 
hysician as the main source of information. 
‘he purpose in presenting information is 
instruct the patient, but to 
reate in his mind the feeling that his phy- 
sician has fully grasped his condition and has 
the entire situation thoroughly in hand. 
the material should be selected 
with a view to stressing those points which 
ire most likely to have this effect. An at- 
the complete picture of the 
as one might to a group of medical 


+ 


not primarily to 


Therefore 


mpt to cive 
lisease, 
tudents, often only creates confusion by 
swamping the patient with more facts than 
he can digest. 

the disease which lend 


Those aspects of 


hemselves to an optimistic interpretation 


ld be emphasized. One such in schisto 
the 


It will be remembered that only 


nuasis is. that 
Hl the body. 


third of the patients 


flukes cannot multiply 


seen had fully grasped 


his fact. It was found that clarifying this 


r patients who had not appreciated its sig 


nificance had a powerfully reassuring effect 
WMstanees, 


While the presentation should be as opti 


istic as is consistent with accuracy, false 
ptimism should be avoided, since it often 
tends to decrease the patient's confidence, 


one patient stated he lost all 
confidence in his physician when he said that 


bad 


hor example, 


schistosomiasis than a 


cold 


Was no Worse 


\When potentially alarming information is 


presented, in order to 


counteract even more alarming rumors, the 


as it must be at times, 


mitigating aspects should be stressed. Thus, 
of the schistosomiasis patients who saw pic- 
tures of Filipinos with ascites or a liver de- 
stroyed by parasites, very few realized that 
this was the end result of repeated or mas- 
sive infestation, in contrast to their own brief 
and limited contacts with the parasite. Simi- 
larly, while it is futile to deny the existence 
of severe reactions since patients quickly 
learn of them, it can be pointed out that, with 
rare exceptions, they seem to occur only at 
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the time of the original infection. Patients 
who have had the disease for several weeks 
without a severe reaction need not fear one. 

When uncertainty exists, it is better to ad- 
mit it than to offer reassurances which time 
is apt to disprove. However, it is important 
to specify carefully the area of uncertainty 
and to indicate the means by which it is to 
be minimized. In schistosomiasis this prob- 
lem is most acute with respect to the ques- 
tion of cure. If the patient is led to believe 
that a course of antimony will cure him and 
then the treatment must be repeated, his 
confidence in the doctor is certain to suffer. 
On the other hand, an admission that a single 
course of treatment, while helpful, might not 
be curative and might therefore require repe- 
tition would have allayed rather than in- 
creased anxiety in many patients. At least 
it would have helped to counteract the de- 
moralizing and completely groundless belief 
of some that they were being irresponsibly 
experimented on. 

In general, in an unfamiliar disease the 
question of prognosis should be formulated 
in terms of ability to perform one’s duties 
rather than in terms of cure. The patient 
with schistosomiasis should be told that the 
presence of a few parasites is perfectly con- 
sistent with full efficiency, that he will be 
checked at regular intervals, and more treat 
The situation is 
analogous to that of tuberculosis. 
Many patients with this disease are able 


ment given if indicated, 
closely 


to face life with confidence in the presence 
of obviously persistent infection. In this con- 
nection a rehabilitation program, such as that 
found in many army hospitals, is of the great- 
est value. Such a program effectively com- 
bats the physical and moral deterioration re 
sulting from prolonged inactivity. It not 
only helps to restore muscle tone but reduces 
the time available for fretting. By its very 
existence it creates a stronger expectation of 
recovery in the mind of the patient than 
merely verbal reassurance. 

In poorly understood diseases one must 
be alert to the appearance of new rumors. 
These are constantly emerging as patients 
seize and elaborate upon any scraps of infor- 
mation which present themselves. Meeting 
rumors promptly not only stops the spread 
of false information, but tends to consolidate 
the physician’s control of the situation. 
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The importance of consistency need hardly 


ties are obviously highly destructive of con 
fidence. 


be stressed. Contradictions between authori 


taken that ward officers do not contradict 


each other or other supposedly authoritative 


sources such as the radio. 
tions are at times difficult to avoid when 
knowledge is constantly changing. The dan 
ger can be minimized by presenting only what 
is definitely known at a given time, and 
avoiding speculation. 


IV. CoNncLusIoNn 


This survey indicates that patients suffe: 
ing from unfamiliar diseases, of which schis 


In an army setting care must be 


Self-contradic- 


{ILIAR DISEASI Mar. 
t miasis 1S an € ! e, tend to develop 
emotional reactions which impede recovery. 
sucl is nX1e€ res and confusion, 
| ee] sability at mum, therapeutic 
efforts must be directed not only to overcom- 
ing the pathogenic agent but to maintaining 
the patient’s confidence in the physician, and 


ncouraging his expectation of return to use- 
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PROGNOSIS OF WAR NEUROSES WITHOUT PSYCHOTHERAPY * 
CAPT. PAUL H. HARWOOD, JR., M.C., Army Arr Forces 


The primary objective of this study was 
to determine which war neurotic enlisted 
personnel admitted to a convalescent hos- 
pital could be expected to return to duty 
in a relatively asymptomatic state with only 
occupational (convalescent) therapy, but 
without specific psychotherapy. 


PATIENTS AND METHODS 


The patients were Army Air Forces en- 
listed personnel, flying and non-flying, re- 
turned from overseas duty in various theaters 
throughout the world. Approximately 24 
months had elapsed between the completion 
of active duty and arrival at this zone of 
interior convalescent hospital. This interval 
consisted of about 5 from relief of 
duty to arrival at port of entry; 4 weeks 
furlough plus travel time, and one week at a 


weeks 


redistribution station. Fifty-six men of the 
total series of 61 followed this course. Of 
the remaining 5 patients, 3 had been evac- 
uated from overseas theaters as psychiatric 
2 were admitted from con- 
tinental command hospitals after serving a 


casualties, and 


few weeks duty following reassignment from 
a redistribution station. 

These 61 consecutive cases were admitted 
to a special ward from the receiving ward of 
this convalescent hospital during a six-day 
period. for 
2 men who were excluded from this special 


‘hey were unselected, except 


ward because of marked alcoholism and dis- 
lerly conduct while in the receiving ward. 
the 61 patients admitted to the 
special ward were dropped from the study, 
due to extended furloughs during the period 
f{ observation in two cases, and gunshot 
wound of the stomach in the third instance. 
Thus, 58 patients were left for consideration. 


ore 


ihree ot 


Each of these men was initially inter- 
viewed for 45 minutes on entry to the special 
ward for history taking. A ten-minute prog- 
ress interview was conducted after 2 weeks; 
and at the month’s end each was carefully 
studied to determine clinical improvement 
and other data. At no time during the month 


1 From the A. A. F. Convalescent Hospital (Don 
Ce-Sar), St. Petersburg, Florida. 


was any attempt made to deal with material 
brought up in the interviews, nor was a 
close doctor-patient relationship encouraged. 
The men were pushed into convalescent 
activities, which were stressed as_ the 
principal therapeutic measures. 

The data obtained dealt with the following 
factors: 

I. Quantity and type of symptoms of 
anxiety. 

2. Predisposition. 

3. Overseas stress. 

4. Results of hospital stay. 


DEFINITION OF TERMS 


Anxiety was graded into four degrees. 
Sharp gradation was obviously impossible, 
but any medical officer with experience in 
treating sizable numbers of war neurotics 
has no difficulty in such rough quantitation. 
Care must be taken, however, to include 
the amount of anxiety bound by hysterica! 
conversion symptoms, or concealed behind a 
schizoid facade, 
rituals, ete. 

Predisposition was taken to mean the 
character of the soldier existing prior to 
enlistment, predisposing to the precipita- 
tion of war neurosis under military stress. 
This character, in turn, is the resultant of 
constitutional and early environmental fac- 
tors operating to produce potential or actual 
neurosis in civil life. The environmental 
predisposing factors include the familial, 
cultural and economic influences acting upon 
the individual to produce neurotic traits 
in childhood and evidence of maladjustment 
in later years as revealed by the personal, 
work and medical histories. The 
degree of predisposition was roughly graded 
into four divisions: minimal, mild, moderate 
and severe. The severest predisposition rep- 
resented a combination of factors culmi- 
nating in a full-blown civilian neurosis. An 
important feature in the total picture of 
predisposition is ego strength, an index of 
which may be gained from the success of 
the ego in mastering early neurotic conflicts 
in the later years. 


alcoholism, compulsive 


sche 
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was divided into combat 
and non-combat types, and combat 
was quantitated in three degrees. 
combat stress indicated that the patient had 
not been exposed to enemy action and had 
usually been stationed in areas outside the 
combat zone, e.g., Greenland. ‘There 
no flying personnel in this group. Combat 
stress involved both ground and flying per 
sonnel; the former encountering 

action by being bombed or strafed on the 
ground, and the latter primarily by the 
enemy action encountered by bomber crews 
Quantitation of combat stress ranged from 
mild, which might 
few air-raids, to 


Overseas stress 
stress 


VOn 


were 


eneny 


involve undergoing 
wherein a_ flyer 
might have undergone a severe tour of com 
bat missions, including crashes, bailouts, or 
escape from enemy-occupied territory. 
Jinprovement was expressed in 
fitness for military duty. Only 
gories were used: markedly improved or 
relatively unimproved. The former showed 
progressive clearing of signs and symptoms 
under observation or 
improvement 
hospital. 


Severe, 


terms ot 


two cate 


continuation — of 
begun before entering the 
RESULTS 


1. /mprovement: 


Markedly improved ....... 20% (15 cases) 
Relatively unimproved ..... 74% (43 cases) 
Improved Unimpr 
(15 cases) (43 cases) 
2. Anxiety: 
Minimal 20% (3) 
73% (11) 30% (17) 
Moderate ........ 7% (1) 12% (18) 
3. Predisposition: 
a. Degree: 
Minimal .... 33% (5) 4% (2) 
53% (8) 16% (7) 
Moderate 14% (2) 30% (13) 
Severe ..... 50% (21) 


b. Ego strength (how well ego dealt with 
early predisposition) : 


Poorly 33% (14) 
Moderately 27% (4) 5390 (23) 
WORE 73% (11) 14% (6) 
4. Overseas stress: 
a. Type: 
100% (15) 81% (35) 
Non-combat. .. 19% (8) 
b. Degree of combat stress (excluding 8 
non-combat cases ) 
20% (3) 20% (7) 
Moderate 40% (6) 54% (19) 
40% (6) 26% (9) 


ryy \ 


urth of the total 
‘markedly improved group, 


Che approximate one-f 


ld Anxiety.—93 percent, or all but 


one, of the improved cases showed minima 


or mild anxiety, in contrast to 39 percent of 
the unimproved patients. None of the un- 
nproved group was minimally graded. 
Wild Predispositioy 86 percent of the 
lMprove oup gave evidence of minimal 
( Id predisposition, whereas 20 percent 


the unimproved group were predisposed 
to a like degree. Here again, the percentage 
of minimally predisposed patients was far 


greater in the improved group (33% ) than 


in the unimproved | strength, 


1%). Ego 


properly a function of predisposition, was 
unproved cases, ot 
y dealt with 


Which 73 percent had successfull 


their early in 


conti 


years, 
asted with only 14 percent of the un- 
unproved men who had done so. 

unproved 
form ot 


combat stress, whereas 19 percent of the 


unimproved group fail to answer this 
qualification. (None of this 19 percent were 
lying person el. ) The degree of combat 
stress, however, was not found to have con- 
sistent correlation with improvement. 
D1 CUSS 


sort out the basic 
syndromes exist- 
reaction pat- 
itated by 


npt was made to 


attel 
personalities, the 
ing prior to enlistment, or thi 


precip overseas 
to mili- 


nost common 


stress. I:xcessive dependency prior 
! 


tary stress appeared to be the 
characteristic of all the 
in all the improved ; 


men, being present 


roup and in at least 


y 
=! 


8r percent of the unimproved group. The 
found in 
during 
observation to a_ level 

approaching individual pre-military 
levels, which, in turn, appeared to be greater 
than the expected average of a comparable 
[It would 

improved 


egree Ol dependent regression 
improved cases decreased 


the month under 
1 


their 


group of non-neurotic individuals. 


seem that ego strength, in the 
group, had passed a critical point following 


1 


which improvement had steadily proceeded. 


2 of th 
orovemmen' 


reaction | 
ronting t 


elay en I 
Neurot 


ipping. 
ncomitz 


their anx 


thers, t 
ulitary 
ery rig 


athic 


ned pe 
xpected. 
It is i 
the t 
ciety 
resentec 


is the m 


ncorpor 
patient 
ind sch 


lesser d 


ind spa 
necessa! 
sustaine 


tary sti 
very 11 
neuroti 
neuroti 
mately 
both 1 
persont 
zier.” 

positiv: 
control 
same ¢ 
neuros 
the pt 


sented 


\ | I ia 
ANALY DATA 
characterized by 
. 
= 
the clini 
1 
ust be 
| y hyste 
yalistic 
might h 
I anxic 
Pred 
terns to anxieties 
| scl 
= och 
Ba 
b 


| Mar 


total 


up, 


but 
nima!] 
‘nt of 

un- 


f the 
imal 
rcent 
OSed 
itage 
tar 
than 
Was 
s, ot 
with 
un- 


ved 
ot 
the 
this 
vere 
ibat 
‘On- 


PAUL H. 


2 of the improved cases, some of the im- 
provement was attributed to recovery from 
reaction produced by home situations con- 


ronting 


these returnees during their recent 
elay en route. 
Neurotic syndromes, containing varying 
egrees Of anxiety, were diverse and over- 
Nearly all evidenced psychosomatic 
converted 
In 
pre- 


ipping. 
ncomitants of anxiety. Some 
their anxiety by hysterical mechanisms. 
there relatively fixed 


thers, were 


ilitary characters or neuroses, including 
ery rigid personality, constitutional psycho- 
athic personality, compulsive-obsessive neu- 
Those with the last- 
yned personalities or neuroses, as might be 


rosis and neurasthenia. 


xpected, fell into the unimproved group. 
It is interesting to note that 100 percent 
the total could to 
nxiety irrespective of the type of syndrome 
Anxiety, therefore, may be used 
s the most practical yardstick in measuring 
There 
just be added to the free anxiety that fixed 


series be said have 


resented. 
the clinical severity of this group. 


y hysterical conversion, concealed by rit- 
alcoholism, or not well 
ncorporated by the ego, in which case th« 
patient may appear withdrawn, 
ind schizoid. The positive correlation of 


ualistic defenses or 
confused 


lesser degrees of anxiety with improvement 
might have been expected, since large quanta 
f anxiety in a patient far removed in time 
and space from the precipitating stress must 
indicate a of 
sustained psycho-physiological disruption. 


necessarily severe degree 
Predisposition to breakdown under mili- 
tary stress has long been recognized as 11 
very important factor in the histories of war 
In this war, a past history of 

neurotic symptoms was found in approxi- 
mately 90 percent of naval war neurotics, 
both and non-combat 
personnel, by Schwab, Finesinger and Bra- 
azier.* This was in sharp contrast to their 


neurotics. 


in combat overseas 


/ 
control series subjected to essentially the 


positive findings in only 17 percent of a 
same combat stress without developing war 
neuroses. These findings are in accord with 
the present study where all patients pre- 


sented evidence of predisposition, with the 


2 Schwab, R. Brazier, M. A. 
Psychoneuroses precipitated by combat. U. S. 
Bull. 42 :535-544 (March) 1945. 


S., Finesinger, J. E., 
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degree greater in the group failing to show 
significant improvement without psycho- 
therapy. Possibly the reason why all of these 
cases showed predisposition, whereas only 
go percent of Schwab’s series did, is that 
neurotic symptoms were the criteria in his 
group, whereas excessive dependency was 
also taken as an indication of predisposition 
in the present study. The same prognostic 
relationship of relatively mild predisposition 
to recovery was also found by Grinker 
and Spiegel * in acute war neuroses seen in 
combat after breakdown had 
occurred, 


zones soon 

The type of overseas stress, combat or 
non-combat, appeared to have practical prog- 
nostic value in this study. Schwab and 
Rochester, in evaluating a group of naval 
war neurotics under specific treatment for 
| to 6 weeks in overseas hospitals, concluded 
that those with combat precipitated neuroses 
showed a greater tendency to recover than 
did a group with neuroses developing under 
non-combat conditions. This holds true in 
the present study, since none of the men with 
non-combat precipitated neuroses fell into 
the improved group. Comparison of these 
two studies is not strictly valid due to varia- 
tions in treatment, etc., but the inference 
is interesting. When the degree of combat 
stress is used to determine prognosis, it is 
difficult to estimate the degree because the 
nature of the stress is far from uniform. In 
this study, such quantitation did not sharply 
favor either the improved or unimproved 
group. Close to the scene of battle such a 
quantitation might be undertaken with some 
success. Grinker and Spiegel* found that 
the greater the precipitating trauma neces- 
sary to produce a war neurosis, the better 
the outlook for recovery. But at this hos- 
pital, remote in time and space from the 
precipitating trauma, it is not feasible to 
determine the degree of stress other than by 
dividing the men into those exposed to enemy 
action and those not so exposed. Further- 
more the fallacy in grading stress objec- 
tively is that no account is taken of the 


Grinker, R. R., and Spiegel, J. P.: War neu- 
roses in North Africa. Josiah Macy Foundation, 
142-148 (September), 1943. 

Schwab, R. S., and Rochester, H.: Prognosis 
of psychoneurotic breakdowns. War Med. 7:12-22 


(January) 10945 
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specific relationship between individual pre 


disposition and a certain type of stress. For 


instance, an objectively mild stress mig] 


produce great anxiety in a man specifical 
predisposed to just that type of stress, where 


as far greater stress as determined ol 
tively might not unduly disturb him. 


Case HISTORIES 


Three cases are presented: two are illus 
trative of those improving markedly with 
out psychotherapy, and one typifies thos 
who remained unimproved. 


Case 1.—Marked improvement in a patient 
mild predisposition and anxtety, and without s 
toms overseas until exposed to the threat of e) 
action. 

A 29-year-old supply sergeant of an Air F 
service unit served 11 months in the North Afri 
campaign without exposure to enemy action. Hi 
remained asymptomatic despite subsisting on u 
palatable “C-rations.” His unit was then trans 
ferred to England, where he was subjected to fr 
quent air-raid alerts and the threat of buzz 
After a few weeks of this, he felt tense and ga 
psychosomatic concomitants of anxiety appeared 
his “stomach felt tight” and ached, and there was 
anorexia and nausea at the sight of food. Never 
theless, he gained weight by drinking large qu 
ties of milk, which had been denied him in Afri 
These symptoms persisted until he was admitt 
to this hospital about one year after onset. Dut 
his furlough at home, following his overseas tour, 
he was irritated by his mother who tried to force 
him to eat and babied him. The return to militar 
life seemed to relieve him, and the trend of improve- 
ment continued throughout his hospital course 
here. On admission his appearance suggested mild 
tension and restlessness; his complaints wert 
rexia, nausea at meals, and pain and fullness 
meals, referred to the epigastrium. X-ray exami 
tion of the upper gastro-intestinal tract was 1 
ported negative for organic lesions. 

Past history revealed that he was the “baby of 
the family.” Both parents were oversolicitous and 
protective, pushing him when he hesitated. In 
childhood he depended heavily on them, but in his 
teens he was able to achieve considerable emanci- 
pation. His school, work and sex histories were 
not exceptional. At the age of 15 years, he had a 
dyspeptic illness lasting several weeks, character- 
ized by anorexia and nausea, apparently caused 
by a food fad in which he indulged at that time. 
This was the consumption of large amounts of 
rich cream. He said, “Mother told me I was a 
sick boy, but the doctor pulled: me out of it by 
giving me a diet without any milk or cream.” 

During the month under observation, these symp- 
toms cleared, and his diet, which had consiste 
largely of milk on entry, became balanced. In his 
own words, “Now I an weaned.” 
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»me back to the home I had dreamed of, my wife 


in't cook for me or take care of me. She was 
busy chasing other men.” Throughout his 
ital course he was markedly anxious and 
derately depressed. He was very tense, there 


13 marked manual tremor and generalized hyper- 
irosis, speech was staccato, marked startle was 
resent. He complained of anxiety attacks in which 
Combat dreams, insomnia 
‘xia were prominent. Alcohol was often 
rted to in order to aid sleep and relieve tension. 
characterized by insecurity, 


quivered.” 


id lack of dependent gratification. The 


her deserted the family when the patient was 


vear old. The mother remarried, but the 
father has always seemed a stranger to the 
nt. He was very closely identified with his 
her, who is highly neurotic and has been under 
ctor’s care for several nervous breakdowns. He 
the youngest of four brothers, but either felt 
ted by them or rejected the support they 
d. Enuresis was present until the age of 9 
urs. Nervousness has been in evidence as long 
the patient can recall. In school he was seclu- 
self-conscious, formed no close friendships 
either sex, and stammered while reciting. At 

s years of age he quit school because of his 
ty in the pre ce of his schoolmates and went 
work, unsuccessfully holding a succession of 
\bout 3 years » he ran away from home 
married a girl against his mother’s wishes. 
marriage went well for a year, but after he 
.d joined the Army he heard that his wife was 
ithful, then he became depressed and drank 

DISCUSSION OF CASES 


\ psychological profile may be sketched 
the patient with good prognosis, as op- 
sed to one with poor prognosis, by a 
nsideration of these three case histories. 

1. Predisposition. 


rotic 


Relatively mild neu- 
predisposition is a vital characteristic 

the patient with good prognosis. Of the 
improved cases, predisposition was mild in 
Case I and minimal in Case 2, but in Case 
3 it was clearly severe. Both of the improved 
cases had been subjected to parental in- 
fluences which were productive of excessive 
dependency, but each was able to adequately 
resolve the conflict of dependency versus 
independence prior to military service. And 
each was able to largely emancipate himself 
while under observation from the regressive 
dependency produced by combat stress. Con- 
trast this with the third case, wherein the 
deserting father and the highly neurotic 
mother constituted extremely fertile soil for 
the development of childhood anxiety neu- 
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rosis. And the neurosis which developed was 
never successfully resolved by the patient. 
Poor recovery trom the additional anxiety 
produced by combat might have been pre- 
dicted by his failure to achieve freedom from 
anxiety in civil life. 

2. Anvxicty.—Relatively mild anxiety is an 
important feature in the patients with good 
prognosis. Case 2, with moderate anxiety, 
was the only one of the 15 improved cases 
with more than mild anxiety, so that this 
criterion remains valid. It is an interesting 
contrast that in Case 2 anxiety was not pre- 
cipitated until after 45 missions had been 
completed, whereas severe anxiety in the un- 
improved case was precipitated by seeing a 
crash before a single mission was undertaken. 

3. Combat Stress —Combat as opposed to 
non-combat stress is a useful criterion in dis- 
tinguishing a favorable from an unfavorable 
prognosis. The first case well illustrates how 
a mildly predisposed man may remain free 


from anxiety neurosis under non-combat 
overseas service and then break down under 
enemy attack. Hence, breakdown under 


non-combat conditions denotes considerable 
neurotic predisposition and is accompanied 
by a poorer prognosis. All of the cases in the 
series which did not undergo enemy action 
fell into the group with poor prognosis for 
a return to useful military duty. An illus- 
tration of the point that the degree of combat 
stress is not a reliable prognostic criterion 
is given by Cases 2 and 3. Each was sub- 
jected to essentially the same degree of stress, 
yet one recovered and the other did not. 


CONCLUSIONS 


A series of 58 war neurotic enlisted Air 
Force returnees from overseas theaters 
routinely admitted to a United States con- 
valescent hospital were observed for one 
month without specific psychotherapy. 

The primary purpose was to determine 
which patients could be handled without 
specific psychotherapy and be confidently 
returned to duty status in an improved con- 
dition at the end of hospitalization. 

The results were as follows: 

1. Of the series, 26 percent fell into the 
markedly improved group. 

2. The principal factors having practical 
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EFFECTS OF HEAVY AERIAL BOMBARDMENT ON PRISONERS 
OF WAR 
CiinicaL Norte 
MAJOR STEPHEN W. RANSON 
Medical Corps, Army of the United States 


During the morning of May 15, 1944, 
\merican bombers dropped more than 2,500 
tons of bombs on the Italian town of Cassino. 
Never before had so much destruction been 
It had 
been anticipated that the bombing would 
produce many acute neurotic reactions and 
‘oncussions in the German parachute troops 
defending the town. The author was there- 


concentrated in one aerial mission. 


fore detailed to observe for such effects the 
prisoners taken in the infantry attack which 
iollowed.? 

He examined some of the German para- 
troopers in a forward prisoner of war stock- 
ade within 4 hours of their capture. The 
remainder seen in the main Fifth 
\rmy stockade, none of them later than 72 
hours after capture. Formal physical, neu- 
rological and psychiatric examinations could 


were 


not be made. However, it was possible to 
examine 20 prisoners in sufficient detail to 
determine the presence or absence of gross 
psychiatric or neurologic abnormalities. In 
1s of these, abbreviated case records were 
made. It is felt that while the observations 
on which this paper is based are definitely 
incomplete, the theoretical interest of the 
subject, and the apparent absence of similar 
observations in the literature ? warrant their 
being recorded in a brief clinical note. 


PsyCHIATRIC FINDINGS 


All prisoners were composed and calm. 
None showed evidence of continuing fear, 
of gross startle reactions, or of pathologic 
noise sensitivity. One prisoner complained 
of minor anxiety symptoms, but these were 
not of sufficient severity to constitute a patho- 
logical combat reaction. (His case history 


1 This attack did not succeed in taking the town 
of Cassino. 

2It is not possible for the author to 
literature in his overseas station. 


review the 


will be given below.) Tremor was present 
in 8 of the group of 15 whose histories were 
recorded. Of these, 4 had tremor which 
was recorded as “‘slight,”’ 3 had tremor which 
was labeled “moderate,” and one had tremor 
recorded as “marked.” This was the only 
important abnormal finding in these sub- 
jects. In summary, the bombing had pro- 
duced in these prisoners no major anxiety 
reactions which had endured beyond cap- 
ture and until the time of examination. 

It was clear that some prisoners did not 
make frank statements. Thus, for example, 
certain of the subjects attempted to excuse 
and “cover up” tremor when it was present. 
Above all, they were anxious to avoid con- 
necting it causally with battle stress. 

The following cases are representative of 
the group: 


1.—No Reaction of Importance to Bomb- 
ing and Capture—Prisoner No. 4, a 24-year-old 
Unterofizier with 54 years of army service, was 
a machinist in civilian life. Bombs nearly hit his 
concrete bunker three times, but he suffered no 
headache, chest pain, earache or loss of composure, 
according to his statement. At the time of the 
examination, 72 hours after the bombing, he had 
slight light sensitivity, but declared himself other- 
wise symptom-free. He showed no tremor, but 
exhibited some acrocyanosis of the hands. 


CAsE 2.—Some Neurotic Traits in Civilian Life, 
but No Important Reaction to Bombing and Cap- 
ture.—Prisoner No. 9, an Unteroffizsier, had been 
in Wehrmacht service 4 years. Despite near bomb 
hits on his bunker, he stated that he experienced 
no headache, earache or alteration of conscious- 
ness of any type, but had some momentary dis- 
comfort in the chest. He became “somewhat 
excited” at the time, but maintained composure. 
Seventy-two hours later, his hands were moder- 
ately tremulous, but his manner was calm, and he 
said that he had slept well since capture. He had 
been “somewhat nervous” all his life, with what 
he described as “a nervous heart ailment.” He 
had tended to respond to excitement in civilian life 
with “heart pains,” but he said that during the 
bombing such symptoms did not appear. He was a 
native of Graz (Austria), and had not been a mem- 
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ber of the /7:tlerjugend, but nevertheless c 
himself a German, not an Austrian. He st 
“I fight because it is my duty.....I amt 
unintelligent to question about politics.” 


Case 3.—Some Continuing Anxiety Reaction 
the Bombardment, but Within the Limits of 
mal.—Prisoner No. 7, aged 20, a grocery clerk 
in civilian life, had served in the Wehrmacht 
years. He was in a water hole during the 
ing, and had inadequate cover. Although “the 
concussion was terrific,” he said he did not lose 
consciousness. In the prisoner of war cage duri! 
the night following his capture, he a 
half-sleeping, confused state, to look for his field 
radio. During the following night, however, hi 
sleep was undisturbed. He had never before ex 
perienced such an episode. He stated that when 
he heard planes overhead, he still felt constrained 
to go out of doors to investigate. He experienced 
no unusual reaction to other noises, and showed n 
startle reaction. His hands were markedly tremu 
lous. He stated that he had never n 
tremor before. 


arose in 


1 
read su 


IMMEDIATE REACTIONS TO THE BOMBINGS 


Many of the prisoners admitted having 
been “excited” (aufgeregt), or “shaken”’ 
(erschiittert), by the bombing, but none 
would admit having been made “nervous.” 
Their choice of words in describing their 
reactions is of considerable interest, empha 
sizing as it does the ephemeral and non- 
pathological nature of the response in their 
eyes. No prisoner admitted having lost com- 
posure, or having seen panic in others. All 
emphasized the protection and sense of se- 
curity given by the excellent cover under 
which most of them were stationed. 


Sicns oF CONCUSSION 


No prisoner showed gross objective evi- 
dence of concussion. None appeared dazed 
or showed disturbance of gait and coordi- 
nation. Not one of them complained of 
headaches, earaches or pain in the chest 
at the time of the examination. Prisoner 
No. 9, who had been stationed in a bunker, 
and prisoner No. 12, who was in a fox-hole 
with no overhead cover, felt some thoracic 
discomfort during the bombardment. Aside 
from these statements, there was no indi- 
cation that the immediate concussive effects 
of the aerial bombing on the troops subjected 
to it, had been of any magnitude. This was 
no doubt due to the excellent cover in which 
the individual soldiers had been stationed. 
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\eul ( 11111 1S not per- 
m ( tine 
IND ATION TROOPS 
This ¢ itists had been well 
loctrinat singleminded in 
their appr to the war, and were con- 
vinced that, despite military reverses in 
ssia and the Mediterranean Theater 
out which 1 t of them seemed well in- 
med), their command and the Fthrer 
ould make the proper decisions at the 
proper moment and bring the war to a 
successful « n. J did not consider 
political subjects to be proper topics for 
eculati were motivated 
by the con yalty, and 
eved that t ey ¢ I of} ting for the 
s-term interests families and 
eir country yp ements by these 
soldiers foll | anything 
t political t because it is 
my duty. I cannot break my oath.” ( Pris- 
er iN 3. ) | 
It is my dut [ fight to have a normal 
life afterwards.” (Prisoner No. 11.) 
HospitaL Ri 
[he admission and discharge sheets of 
the main prisoner of war hospital serving 
Fifth Army were examined to rule out the 


possibility that erroneous impressions were 


being drawn from a study which devoted 


itself exclusively to ambulatory prisoners of 


war. No prisoners with diagnosis of con- 


cussion or neurosis were admitted or dis- 


charged dt ng the peri 1 of time covered 

by this study. The writer was not authorized 
to question any of the patients in this 
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jorale and esprit de corps of the division SUMMARY 


avolved, and the excellent motivation of its Examination of a group of German prison- 
members. The absence of important con- ers of war taken from Cassino after the 
ussive effects was probably attributable to unprecedentedly heavy bombing on May 15, 
i the excellent cover under which this group 1944, showed no instance of concussion or 


n wel] [was stationed. neurosis caused by the bombing. 
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PSYCHODYNAMICS OF 
MILITARY 


JOSEPH C. SOLOMON, 


The imprisonment of one’s fellow man 
for actions which run contrary to the exist 
ing social order, has been common practic¢ 
since the dawn of civilization. If the prac 
tice were thoroughly without merit it would 
not have stood the test of time. Neverthe- 
we must constantly evaluate 
methods and seek for possible improvements. 


OuUl 


less, 
Categorically, confinement is confinement 
and it makes little difference, in theory, 
whether it be a civilian situation or a mili 
tary one. In practice, however, there ari 
manifest differences between military offend- 
ers and civilian offenders, and, further, there 
are differences between military offenders in 
time of peace and in time of war, and in 
garrison life and in the combat situation. 
It will not be the purpose of this presenta- 
tion to describe in detail the various facets 
of these differences, but rather to admit their 
existence. The entire subject of the psycho- 
dynamics of confinement cannot be covered 
here in all its aspects. The observations and 
opinions here expressed are based only upon 
experience with military offenders, largely) 
from garrison duty, in time of war. They 
may be applicable to the total field of penol- 
ogy, but the author wishes to make no such 
claims. 

The Army employs confinement as a 
weapon for maintaining discipline just as 
civilian prisons exist presumably for the 
purpose of maintaining a smoothly function- 
ing society. 

There are several well-known basic prin- 
ciples involved. The deprivation of a man’s 
liberty interferes with one of his most primi- 
tive human impulses. The unwelcome as- 
pects of even the thought of being locked 
up loom large in the mind of every man. 
Man thinks he is free and as a result fights 


1 This paper was prepared under’ the Command 
of Col. A. M. Weyand, Infantry, the Commandant 
of the Northwestern Branch, United States Dis 
ciplinary Barracks, Fort Missoula, Montana. The 
opinions expressed are those of the author and do 
not necessarily reflect those of the War Department 
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Mayor, Mep. Cor 
thought ot being caged. The thought of 
ement 1s a constant threat which acts 
n inhibiting or deterri1 force to pre- 
\ unaccep we Dehavior, ven 11 proper 


periormance 1s not CXpre ssly re warded, the 


eeiing tree m the face of its Pos- 
sible loss is ample motivation for mainte- 
ince of ones obligations to duty in the 

. 
irge mass of military population. This is 
nitesti\ a negative cohesive force and 

ud be augmented by positive motiva- 
tions, but that it exists cannot be gainsaid, 


ihreat of confinement becomes increasingly 


important as a disciplinary measure when 
morale is broken down for various reasons. 
\s such, then, confinement acts as a whip 
hen it becomes necessary for the leaders 
to set the limits and visibly carry through 
the ishments { overstepping these 


ndaries are con- 


tent rm and reasonable, the use ot 
onhnement acts as a deterrent upon con- 
ehavi ind can be classified as 
builder of morale 

lo illustrate the concept of the establish- 
ment of authority as a means of affecting 
human behavior, the story of the control of 


opium smoking in China is of interest. A 
] 


drug was used which was supposed to cure 


the habit here were, of course, many 
iailures. The therapeutic effectiveness of 
the drug was greatly enhanced when a de- 
cree was issued involving a death penalty 
for all those cases which were not cured 


by the medication. 


Confinement of a gross offender in a mili- 
tary situation acts as a morale builder in 
nother way. When there is a particularly 
troublesome soldier in an outfit. the con- 
tagion of unacceptable behavior begins to 
spread and the relationship of the officer 
to his men becomes endangered. It some- 


times happens that meting out a sentence 


to the most constant offender will absorb 
enough of the commander's hostility to clear 
the air and relax the tensions in the organi- 


Che punishment has a_ three-fold 
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value. When the leader's own aggression 
has been gratified, he can, once more, be 
protective to his men. The soldiers have 
learned an object lesson in that unmilitary 
And, lastly, 
hoth the officer and the men feel relief in 


conduct is suitably punished. 


having rid themselves of a source of irrita- 
tion and consequently a wholesome relation- 
ship is re-established. 

There have been numerous instances 
where the secondary gains from unmilitary 
behavior have been such that the motiva- 
tions for proper performance have been 
A discharge without 


+ 


joroughly lacking. 
honor, the blue discharge, does not offer a 
serious threat to some people. They accept 
it readily. Such people are obviously poorly 
motivated, either through their own insta- 
bilities or through their lack of loyalty to 
their country. The fear of a period of 
lengthy confinement eliminates the factor of 
secondary gains to a greater or lesser extent, 
so that improper behavior does not pay ade- 
quate dividends. Confining the military mal- 
adjusted soldier has another salutary influ- 
ence upon the main body of troops. It re- 
moves from circulation those individuals 
who are likely to undermine the morale of 
those who function normally. 

At this point the author wishes to empha- 
size the need to put the military offender 
behind bars and fences. Were he returned 
to the civilian community and permitted to 
enjoy the benefits thereof, it is obvious that 
the good soldiers would be justifiably re- 
sentful and morale would be destroyed. 

‘rom the standpoint of the military 
prisoner, we must not look upon confine- 
ment purely as a punishment, though the 
original trial and sentence were geared pri- 
marily for that very purpose. We have 
fortunately passed beyond the point of con- 
sidering prisons merely as places where so- 
ciety takes its pound of flesh. Uttering the 
cliché that the men are confined “as” punish- 
ment instead of “for” punishment bears with 
it the implication that other than confine- 
no new punishment should be 
for the original offense. A 


ment per se, 
administered 
good spanking is sometimes well applied 
therapy to the child, but it must be ac- 
companied by all the other attributes of the 
parent-child relationship to be therapeutically 
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effective. This brings us to the question of 
confinement as a device for actually altering 
human behavior. It is this principle upon 
which the rehabilitation center is established. 
It is the aim of modern penology to make 
confinement an experience which will prove 
constructive to the individual. 

In analyzing the therapeutic possibilities 
f lengthy confinement, one finds many 
points that are worthy of consideration. As 
a general rule, it is noted, military offenses 
are committed when there are many tensions 
with distinct disturbances in the total ad- 
justment pattern. There is frequently de- 
tected a vicious cycle in which some dissatis- 
faction occurs; this is followed by an act 
of some sort ; then this is followed by punish- 
ment of a minor nature, then by more 
resentment and repetition of the act. In 
such instances a period of lengthy confine- 
ment affords an opportunity for breaking up 
the vicious cycle by inserting a time element 
which will force the issue to a climax in a 
setting which brooks no compromise. 

A poorly adjusted soldier who reacts to 
his disturbance by a conduct disorder, will 
sometimes derive benefit by being removed 
from the sources of his irritation. Certainly 
this factor is very patent in the question 
of removal from easy access to alcohol. How- 
ever, it is likewise true that situations can 
sometimes be more clearly evaluated in ab- 
sentia when an unfortunate marriage or 
parental disharmony is interfering with the 
military duties. Similarly, confinement will 
remove men from outfits in which they have 
built up antagonisms and give them a chance 
to anticipate making new relationships. 

It is a well known concept that dis- 
turbances in human behavior represent re- 
flections of older disturbances in the inter- 
personal relationships of childhood. In this 
respect the officer-soldier relationship is a 
duplication of the father-son relationship, 
and old conflicts are accordingly stirred up. 
When the soldier commits a military offense, 
he is unconsciously acting out on some un- 
solved emotional need. In many instances 
confinement serves to crystallize and even 
gratify these unmet needs. The confinement 
situation often acts as a realistic symbol of 
the power of authority. In this respect the 
magical omnipotence which the child in- 
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vests in his parental authority, becomes on 
the one hand more powerful and more 
magical, and on the other hand becomes 

true force which is dealt with on a reality 
Similarly this magical power may 
exert its influence from the protective in- 


basis. 


stinct-gratifying point of view by accepting 
the disturbed individual as he is, with a con- 
fidence that he will be able to attain further 
emotional growth. 

Within the confinement situation there are 
different individuals who represent various 
components of the parental figure. The 
supervisor of prisoners and the compound 
commanders may represent the authorita- 
tive component. The psychiatrist, chaplain 
or social workers may represent the pro- 
tective side. 
satisfy some emotional need. It has been 
found more effective therapeutically to chan- 
nelize the positive, protective elements into 
one individual. Confidences and human re- 
lationships on this plane are more effective 
when they are highly personalized. 
hostilities on the other hand, are more 
effectively handled when they are diffused. 
It is for this reason that intramural « 
ciplinary hearings should be before a board 
of officers rather than one man. 
a dispersion of the aggression so that the 
need to retaliate becomes less violent. 


Each of these individuals can 


The 


This causes 


A period of confinement gives a man an 
opportunity for taking inventory of his own 
thinking and actions, his motivations and 
their consequences. The prospects of a dis- 
honorable discharge, and the loss of approba- 
tion of relatives, friends and employers may 
improve his motivation. The intrapsychic re- 
adjustments through introspection represent 
a coordination of all the 
operating in the mind of the prisoner in his 
struggles with his environment. 


forces which are 


In the wartime military situation, the 
crisis of therapeutic improvement frequently 
comes, when the prisoner is suddenly con- 
fronted with the manner in which he has 
failed to discharge his personal responsibili- 
ties to his country. This is most manifest 
when he receives news that a younger brother 
was drafted, or that a brother or cousin was 
killed in action. The sense of responsibility 
grows out of the guilt for having given way 
to narcissistic demands without thought of 


will be lost. 
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of this factor of timing that prisons employ 
the medium of home parole. This procedure 
has been proved highly effective in modern 
penology. 

Confinement sometimes increases hostility 
to authority, thereby accentuating the vicious 
cycle previously described. In such instances 
the offender merely accepts confinement as 
another proof that he is not loved or trusted, 
and that everyone is against him; he feels 
that and 
the world is on the other side. He refers 
to everyone outside of himself as “them” or 


he is on one side of the fence 


This elusive “they” are those who 
him. That this concept of 
1ey” and “them” is but a transparent ex- 


“they.” 
would harm 


“tl 
tension of paternal symbols, can be easily 
discerned by study of the personal histories 
of the men. It is a form of paranoia which 
is present in many of these unstable people 
in varying degrees. 

When the confinement situation fails, not 
only has the man not made healthy identifi- 
cations, but he sometimes makes very un- 
When the barrier between 
and the elusive “they” is 
too great, as occurs in the chronic offender, 


wholesome ones. 
the insecure 


he is drawn only to those whose unsocial 


tendencies are likewise strongly established. 
In this 
other's hostilities and fears of normal society. 

If the itself has not been 
adequately handled by the officers in charge, 


way the social misfits fortify each 
confinement 


it can be a destructive experience. In some 


instances, fortunately very rare, therapeutic 
have been attained, but was 
all the salutary influences are 


for example, when proper 


success could 
not, because 
not coordinated ; 
performance was not praised or rewarded, 
or where unjust punishment was meted out. 
Such a situation can turn the balance in the 
direction of destructiveness instead of emo- 
tional growth. Penology is a business in 
which the Army has heretofore not engaged 
Most of the officers 
and overseers are soldiers and have not been 


on such a large scale. 


especially trained for prison work. In actual 
practice the civilian penologist cannot carry 
over completely his methods of operation 
into the army situation. The problems in a 
wartime disciplinary installation are patently 
different. The average enlisted man or line 
officer must make many new adaptations 
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and learn the techniques of handling mili- 
tary offenders. Leadership of the normal 
soldier is a difficult task. Leadership of the 
unstable offender is a skilled profession. 

Another factor which can operate in 
modifying the thinking of the prisoners in a 
negative direction is the intensification of 
their problems by separation from friends 
and relatives and by the increase of financial 
burdens to the family. It is true that worry 
about such matters sometimes helps the in- 
dividual in his relationships as was pointed 
out previously; but in a certain number of 
insecure inadequate individuals it serves to 
overwhelm them still further. This has been 
particularly manifest when the hardships 
to families impinge strongly upon their 
consciences. 

A very important destructive influence of 
lengthy confinement is based upon the failure 
to provide normal outlets for the sexual 
drives. Repressive forms of sexuality, ac- 
tive or passive homosexual relations, often 
preclude the prospects of normal sexual ad- 
justment in the future. The most tragic 
situation of all is the traumatic effect of 
forceful submission to perverse practices by 
youthful offenders at the hands of ruthless, 
aggressive psychopaths. Even the aggres- 
sive individuals have some homosexual fea- 
tures. They show dependency reactions 
upon their mothers as do many overt homo- 
sexuals, and in confinement often give way 
to all sorts of sexual aberrations, usually 
with a humiliating or hostile feeling towards 
their sexual partners. 

It was pointed out earlier that fear of 
confinement is a stabilizing influence upon 
most people. When some men find them- 
selves confined, however, and have already 
lived through the experience, this fear no 
longer acts as a discipline. Individuals who 
have learned how “to do time” do not profit 
by the experience. Such persons have built 
up their ego defenses to such an extent that 
confinement does not make much difference 
in their makeup. If anything, the former 
behavior patterns become more firmly fixed. 

Often the so-called severe psychopath 
seems to be entirely untouched by the ex- 
perience of confinement. This type of indi- 
vidual is not fighting parental authority. 
To him it does not even exist. His person- 
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ality is one of a hedonistic instinct-gratifyir 
nature without concern for the welfare oi 
others. He is thoroughly individualistic and 
is comparatively unaffected by external situa 
tions. His personality was so altered during 
early years by restrictive forces that he 
longer reacts to confinement. One is prone 
to say that he does not “profit by experi 
ence,” nor “benefit by his mistakes.” 

On the other hand, perhaps no one is 
entirely unaffected by confinement, and one 
could say that the one major emotional re 
action to confinement is one of depression 
There is little happiness in the loss of free 
dom, the disgrace of a dishonorable dis- 
charge, and the guilt about letting down 
one’s country in time of war. It is only 
the most calloused individual 
tirely unaffected. 


who is en- 


Perhaps the type of individual who is 
least affected by confinement is the social 
or religious deviate who is punished for 
taking a definite stand along certain emo 
tionally-bound lines. Confinement to him is 
a sort of martyrdom. It is an identification 
with historical or Biblical martyrs and as 
such is neither constructive nor especially 
destructive. 

There are some well-integrated individuals 
who are not particularly hurt by the experi 
ence and probably not especially helped. 
Such people may be serving sentences for 
accidental or situational crimes. A feeling 
of relief from the guilt emanating from his 
actions may take place. After that it is 
merely a question of a mature adult making 
the best possible adaptation under the cir 
cumstances. 

What the Army calls undesirable per- 
formance and what society calls unsocial be 
havior can be looked upon as a disturbance 
in human character. There is a growing 
trend to discard the term psychopathic per 
sonality in favor of the designation character 
neurosis. This term implies fixed behavioral 
abnormalities in contrast to the term symp- 
tom neurosis, which refers to the psycho- 
neurotic group. Looked at from the point 
of view of human relations, the individual 
with a character neurosis is no problem to 
himself but is a problem to society, whereas, 
the individual with a symptom neurosis 
suffers acutely himself but does not directly 
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lb society. The one may be considered 
action against people, while the 


other is a submissive suffering at the hands 
of the world The Army recognizes the 
psychopath as one who is showing distorted 


tions, whereas the psychoneurotic is one 

ho is suffering from distorted thinking, 
Phat the two phenomena 
related needs no corroboration. 


the 


are reciprocally 


foregoing it may be concluded 
that the major consideration in the psycho- 
dynamics ot the confinement of military 
determination whether move- 
reorganization is 
taking place. If it is, it must be determined 
nstructive or destruc- 
tive—the organization is moving. Abandon- 


ment of diagnostic labels upon the so-called 


psychopathic group gives greater latitude in 
evaluating the men from a dynamic point 
Ol view 

With the knowledge that human person- 
ality may be looked upon as possessing a 
flexible quality, the therapeutic program 
must be geared along mobile lines. At 


present the therapeutic program in our dis- 
linarv barracks leaves much to be desired. 


however, has been a leader be- 


fore in new advances in penology. Methods 
introduced at Fort Leavenworth in the last 
war, for example, were copied by civilian 


institutions 
[It is obvious that individual psychotherapy 


cannot begin to scratch the surface for meet- 


i the many problems of a disciplinary 
barracks. The only workable solution 1s to 
deal with the inmate population as a whole 
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needs, (c) 


a pects a) discipline 
satisfving the instinctive 
ceptance of responsibility. 
‘must not be looked upon purely 
from the point of view of a smoothly running 
organization. Many well-disciplined institu- 
tions present no problems in 
the 
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management 
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limits. When the men are adequately in- 
formed as to their limits and are suitably 
punished for overstepping the mark, they 
can make their adjustments accordingly. Un- 
bridled instinctual expressions may be satis- 
but they 
demands of 


iying to the individuals concerned, 
are unrealistic as the 
society are concerned. In a military discipli- 
nary barracks the discipline must be at least 
is exacting in all respects as in the Army in 
ven though a large percentage 
of men may be returned to civilian life, the 
aim of being a good soldier must be kept in 
the forefront as an ever present goal. 


far as 
general. 


It is the hope of many disciplinarians that 
if a person lives in a disciplined situation 
long enough, he will develop a pattern of 
performance that will become a part of the 
It has been found that 
this mechanism only operates successfully in 
a group of over-protected, undisciplined in- 
who had an unreasonable 
sratification of their demands without un- 
derstanding the limits of society. Such cases 
Most of the cases do not 
respond to discipline alone. They need un- 
This understanding, however, 
offered in the framework of a 
closely disciplined authority. 


character structure. 


have 


lividuals 


are quite rare. 


derstanding. 
must be 


Training means learning. This implies 
that the individual must learn what consti- 
tutes normal behavior and it also implies 
that he must learn a skill. As to the latter, 
much emphasis has been given by workers 
in the prison field for teaching trades and 
This 


for providing some basic education. 
irtant but it is not the whole pro- 
gram ; individuals with many skills and good 
still be decidedly unstable 


WIT) 


Is 


education can 
It is a hollow achievement to give 
aman a skill only. Unless he has developed 
desirable character changes, he will not use 
that skill as a useful citizen. 


SOCIALLY. 


A self-imposed discipline based upon the 
unpleasantness of loss of freedom occurs to 
some extent in all individuals who are placed 
But when a man states that 
he has “learned his lesson” or that from now 


in confinement. 


on he is going to “fly right’” merely because 
he hates confinement, this need not be looked 
upon as genuine therapeutic improvement 
from the psychiatric point of view. In many 
instances it merely represents the repression 
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of symptoms with the basic need still un- 
satisfied. Such individuals are likely to again 
commit offenses or else they may become 
submissive individuals with a variety of 
somatic symptoms to replace their outward 
aggressions. 

Discipline alone is obviously not the an- 
swer. Most of the problem soldiers have 
been problems in civilian life. Their his- 
tories show a predominantly large number 
of broken homes and parental rejection. 
They have grown up in an atmosphere of 
insecurity. The social features lacking— 
affection, home attachments and protection— 
are difficult to supply, but encouragement 
of families to maintain their interest in 
the inmates may prove useful in establishing 
some anchorage and sense of belonging. 

Individual psychotherapy can be a highly 
effective instrument in confinement. Men 
who would never consult a psychiatrist in 
the free world respond readily to the pro- 
fessional interest which may be shown them 
when they can no longer solve their con- 
flicts in their own ways. These men 
are suspicious of people, but they do not 
voice their suspicions. Giving them an un- 
derstanding of their suspiciousness and mak- 
ing some attempts to understand their 
reasons for being suspicious serves often- 
times to establish a workable transference. 
One of the most unstable criminal psycho- 
paths ever confined at our station told the 
writer: “If you were my commanding officer 
I would never have messed up. You should 
be a major general.’’ This, of course, was 
but a transparent way of indicating his need 
for identifying himself with a suitable pater- 
nal symbol. It is an obvious transference 
phenomenon. 

The psychiatrist should at all times repre- 
sent, as does the chaplain, the protective, 
gratifying force in the institution. He should 
not be looked upon by the inmates as one 
who pries into their lives or one who tries 
to extract information that will later be 
used against them. Unfortunately case his- 
tories do condemn the men. If, however, the 
inmates have gained some insight into them- 
selves they do not resent having imparted 
the information. The more actual benefit 
the man receives from his interviews, the 
more he is willing to disclose about himself. 
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When 


make 


historical data 
meaningful interpretations the men 


are COOr( 


realize that unburdening themselves will The men live a closely disciplined situa. 
to their advantage. Interpretations should tion but are accorded some privileges suc 
only be on an ego level with a scrupulous ending the movies and messing wit! 
avoidance of id material. If sensitive ma the enlisted personnel. This latter has proved 
terial is too loosely handled the defens« to be one of the t salutary influences j; 
are brought into play and the opportunity 1 readjustment of the inmates to try 
for having established a workable relation- military life. There have been reported in. 
ship may be lost. stances from other installations where the 

The positive transference manifestations estored p1 ers have taken out personal 
are not necessarily limited to the psychia- grievances nst their former guards after 


trist. Overseer, compound commanders, and their restoration. Suc 


other officers can each be important to some re because the men are granted an oppor. 
of the inmates for having rendered a friendly tunity for fraternization while they are sti 
service individually or to the group. Rewards 1 the status of prisone This practice js 
are always more effective than promises. recommended as standard procedure. 
Group psychotherapy, mentioned earlier The opportunity for getting into troubl 
as a constructive factor in confinement, has should not be denied the inmates who are 
engaged the interest of psychiatrists recently. about to be restored. If a prisoner 1s aleco- 
This method of treatment is comparatively c or shows unst traits in other ways 


new and there is no set agreement as to 
technique or as to its effectiveness. The 
whole subject was covered by the auth 
in a previous publication(1). 

As an outgrowth of the group sessions 
and from conferences with Col. Weyand and 
Lt. Col. Bruscas, commandant and execu- 


tive officer of Fort Missoula, respectively, a disciplinary compan 


program for the improvement of the method 
of restoration is being offered. This pro- 
gram will be discussed from the point of 
view of the third point above mentioned, 
namely, the acceptance of responsibility. For 
the men who have not been recommended 
for restoration this subject is left in al 
ance. It is not to be ignored. The 
points worth mentioning are those of suit 
able job assignments and placing the men 
on local parole. For the men who are going 
back to duty, however, the Army must be 
very deeply concerned; the question of the 
fighting effectiveness of the restored prisoner 
and the effect upon the morale of the other 
soldiers of his unit is involved. 

At present the policy of restoration varies 
to some extent in the different disciplinary 
barracks and especially in the rehabilitation 
centers. The training program at Fort Mis- 
soula covers a 3-months period in the dis- 
ciplinary company. Men are not assigned 
until they have been recommended by the 
psychiatrist, the psychiatry and sociology 
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er than after he is restored to duty 
e ry barracks do not operate 
er the plan of restoration with the sen- 
tence remaini1 1 in suspension. If a man is 
estored to duty he is in all respects an 
ible Idi When a man in the 
iny reveals that he cannot 
be a good soldier he should be returned t 
the regular inmate population. He should, 
however, be given an opportunity for a hear- 
ne be e a discipl vy board before such 
1 takes place 
The tra x program must be flexible 
( rh for lk te evaluations as to the 
eadiness for restoration on a reality testing 
bas \lt sh 3 months in the discipli- 
ry company is considered a suitable time 


program need not 


assignment, the | 
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be thus limited. Some men may be ready 
or restorati in that time; others may 
require 6 or 8 montl During this period 
there must be a gradual assumption or 
responsibilit progress being accompanied 
yy relaxation of the restrictions. The pro- 
gram should be so geared that by the time 
the men are restored to duty they will have 
been living for some time the lives of normal 
soldiers, so completely identifying themselves 
with the other soldiers that the thought of 
being prisoners is far from their minds. 


If such a program were in operation there 


| Board and the cor 
ior resi 
te 
hange 
tion bu 
the stal 
so that 
ment 
It shou 
man 
will w 
unless 
ipline 
im. J 
should 
practic 
lisciph 
motiva 
| 
| 


| Mar 
Approva 
artment 


to. true 
rted in- 
the 
personal 
‘ds after 
happen 
l Oppor- 
are Sti 


ictice js 


trouble 
vho are 
is alco. 
er ways 
Ss still a 
o duty 
operate 
sen- 
man 1s 
ects an 
in the 
cannot 
rned t 
should, 


a hear- 


flexible 
to the 
testing 
liscipli- 
le time 
‘ed not 
ready 
Ss may 
period 
ion or 
panied 
ie pro- 
e time 
have 
10rmal 
iselves 
cht of 
ls. 
1 there 


‘or restoration. 


1946 | 


‘ould be more liberal policy of selecting men 
Each would be given the 


id test of his readiness to restore. No 


hange need be made in the method of selec- 


ion but greater emphasis can be laid upon 
pe le 


stabilization of formerly unstable 


so that the constructive factors of confine- 


ent can be adequately utilized by the Army. 
should be a cardinal principle that when 
nan gets into the disciplinary company he 


will without question be restored to duty 


isplays a poor attitude to dis- 


acts are such as to discredit 


him. Following his course of training he 


should be given a furlough. This policy 1s 

this station as it is at other 
It is highly desirable 

otivating force to proper behavior. 


practiced at 


lisciplinary barracks. 


JOSEPH C. SOLOMON 


657 


CONCLUSIONS 
The psychodynamics of confinement of 
wartime military prisoners was discussed. 


The constructive and destructive factors 
affecting the men were mentioned. The 


abandonment of diagnostic labels has enabled 
the psychiatrists to look upon the military 
offenders from the point of view of dynamic 
formulations which are capable of change 
as the situation demands. Finally, some sug- 
gestions were offered for therapy and for 
preparing the prisoners for restoration to 
duty. 
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The importance of neuropsychiatric casu 
alties in the Army is something which goes 
far beyond the actual number of patients 
who are treated as neurotics, or who are lost 
to combat. The statistics we have measure 
only the men lost with this diagnosis; they 
do not take into account the intangibles, the 
inefficiencies, the demoralizations, the group 
confusions and panics, the disciplinary in- 
fractions, which are parallel problems. 

For this reason, any discussion of military 
psychiatry must necessarily be part of 
larger discussion of military efficiency. The 
psychiatrist must be aware that while he 1s 
the expert who is primarily interested in 
the development of clinical mental disease, 
he is also part of a much vaster program 
which is directed toward making the Army 
fight better. 

It is not the psychiatrist’s place to pre 
scribe conditions of combat, or even training 
or personnel management; but he does have 
one skill which may be of considerable val 
to the Army in an analysis of military effici- 
ency. It is possible by observation of the sicl 
to deduce a good deal about the state 
the healthy soldier. Moreover, a knowl 
of the dynamics of the neurotic soldier does 
give the opportunity to draw conclusiot 
concerning the effect of battle on all soldiers 
It is dangerous, of course, to judge all sol 
diers by neurotic casualties; but properh 
done, the analysis may be highly valuable, 
since the important dynamic processes ir al 
soldiers in combat are basically similar, 
though varying in degree and importance. 

As we have gained more experience, we 
have become more and more convinced of 
a single, at first discouraging fact: that when 
a neurosis became well developed in combat, 
the soldier’s future usefulness as a fighter 
was permanently limited. For this reason 
we have become more interested in the other 
side of the problem, that of prevention of the 
neurosis. Fundamentally, this is a larger 
field than treatment, and a more productive 
one, for neurosis can be prevented, just as 
it can be precipitated. Moreover, since a 
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Morale is the individual's feel- 
ing toward his group, egree of identi- 
fication with it, and the group’s feeling about 
itself. Its primary effect is to determine the 
military eff that group—whether 
itis a squad or an army. That morale can be 
ctively influenced by deliberate measures is 
doubt. It is not fixed. It can be 
wilt up, and it can be destroyed. 

The group morale in the 
prevention of neuropsychiatric casualties 1s 
not easy to prove by statistics, because of the 
many variables, and the difficulty of measur- 
ing morale mathematically. 
tend to occur more rapidly 1 


“morale.” 


his d 


ficiency of 


beyond 


importance of 


neuroses 
1 demoralized 


unl its is a common observation. An example, 
one of many, is cited, of the sudden occur- 
fa la number of acute neurotic 


ictions in a single company. These fol- 
ed the li-wounding of the commander, 
ing con resulting in demoralization 
s unit 


The neur combat 
which 
the 
group. It is in 
well as in their repetitive 
setting, that they dif- 
arply from neuroses commonly 
(Weinstein and 
probable that most 
load of 
vhen not exposed to combat. 
borne out by 
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certain unic ph 
the paramount imp 
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(Linn(2)). 
In combat Idier is to a 
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© life. He 
form most of the time. 
is able to deal with this in an 
economical permitting 
to as an 
disposing of this anxiety may 
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Vhen, however, 
able levels, when so much of his energy is 
required to deal with it that he 
he has 
induced 
illness 
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uate and way, 
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result in some loss of he is 


energy, 
his anxiety rises to intoler- 


» becomes in- 
neurotic. 
combat neurosis is, by this 
an which results from 
and which is measured in terms of 
due to that anxiety. 


effective, become 
The 
standard, 
anxiety, 


clinically 


loss of effectiveness 


The rise of this anxiety to incapacitating 
levels is by no means inevitable, nor is it 
regular in its course. When anxiety mounts, 
the individual reacts in a predictable way. 
He experiences discomfort, which, if pro- 
longed or intense, leads him to develop 
hostility toward the source of the anxiety 
which tortures him. If he reacts in a healthy 
fashion, his hostility is expressed toward the 
real author of his difficulty, the enemy. If 
possible, this takes the form of more intense 
efforts to destroy that enemy. When he is 
thus able to react to his anxiety and the 
hostility engendered by it, by effective ag- 
gressive action, he has employed a desirable 
means of disposing of his feelings. There is, 
therefore, reason for an increase in 
meanwhile, as an 


no new 
e has acted, 
soldier. 

Whether he can function in this way de- 
pends upon what means are at his disposal 
to combat anxiety by proper and effective 
action, action which implies the ability to 
aggression in a desirable fashion. 
It depends, too, upon those resources which 
make it possible to endure anxiety. Both 
the capacity to express oneself in effective 
action in modern warfare and to endure 
anxiety, involve identification with a group. 
The individual rifleman cannot, as an indi- 
vidual, act against the enemy artillery which 
precipitates his anxiety ; nor would he endure 
it, were it not for his loyalty to and depend- 
ence upon his fellows. This capacity for ade- 
quate expression involves more; the ability to 
direct hostility in an active fashion, hostility 
has as its immediate goal the destruc- 
tion of the enemy. 


his anxiety. H 
effective 


express 


WillCil 


These abilities, first to identify with a 
group, and second, to express hostile drives 
are interdependent. The indi- 
vidual who forms healthy attachments to his 
company, division and to his nation, directs 
his hostility toward those forces which 
threaten it. The individual who is able to 
direct all of his hostility outside the group, 


iv 1 
ellectively, 


is facilitated thereby in his identification 
with it. 
The neurotic, on the other hand, finds 


himself unable to identify with the group 
in a healthy fashion. His group as well as 
his individual attachments are marked by 
overdependence and overconformity, or on 
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the other hand, by rebelliousness. Most riors, higher commanders, the Army, the 


often, his identification is highly ambivalent, nation, even our Allies. This rise in hostility 
and subject to sudden changes from devotion toward the group and its authority, toward 
to enmity, when he feels disappointed or the only forces upon which he can depend for 


temporarily isolated. His loyalties are t uritv, involves without fail a further in- 


often highly personal. This relationship 1s rease in anxiety. This pattern, a vicious 
dangerous by itself in any combat situation, — circl f anxiety and hostility, fixes the 
complicated as it is by the involved nature neurosis and disables the soldier. 


of the neurotic attachment, laden with de In t neurotic, the sense of separation 
pendence, devotion, jealousy and guilt. from the group occurs much more rapidly 


The group, and the authority which it because of the ambivalent and fimsy nature 


possesses, are to the neurotic a source of the relationship. For si ular reasons, 
strength and fear. It is something to depend because a pattern of diffuse an 1 misdirected 
on, a source of comfort when the situation iggressive drives has already been set up, 
produces anxiety, and even an outlet for tility serve not to produce effective 
sublimated drives arising from inner, per- action, but rather to rebound upon authority, 
sonal conflicts. His guilt and hostility may to produce more anxiety, and frequently to 
be expressed by highly effective combat ac reopen old conflicts 
tivity. But his ambivalent relationship with This disruption of group relationships 
the very group of which he is a part, his marks every neurosis v ch arises in com- 
hostility toward that authority which sup- bat. It may be manifested by withdrawal 
ports him, places him under a considerable m one’s fellows, and irritability, by in- 
handicap, which most often reduces his com- creased hostility toward authority, and most 
bat effectiveness well below average. requently by a type of thinking and feeling 
The process of development of incapaci- @00Ut Ones group Which Is ¢ iracterized by 


( + stron OT Hine ssions 


tating anxiety in combat is qualitatively the 
same in the previously neurotic and the {1 latoot was wiped out, \ll my bud- 
healthy soldier. It is simply a more rapid Gre gone, it used 
and more malignant process in the neurotic be.” -AIl of this 1s accomy nied by hos- 
individual; but it does occur in healthy Often Tox the higher auth 
average soldiers as well. It is precipitated combat 
when the soldier finds himself in a situation P!@"ned the battle, rarely tow ard the enemy. 
which remains intensely anxiety-producing, >OMetimes 1s directed ward = 

individual himself, as guilt; in this case his 


but which permits of no prospect of aggresive , ; EO 
j f j : ward the group 1s that he has be- 
action; most often it marks a change in the 


soldier’s relationship to his group. ‘This 


. mee [{ow the group relat hip is disturbed, and 
alteration occurs when as the resuit of heavy. 

. how hostility expresses itself, whether to- 
casualties, he is led to feel that his group 1s 


rity, toward oneself or as diftuse 
no longer capable of protecting him, that it 


e, depends to a considerable extent upon 
is weak, ineffective, badly led or inimical 


of a company, he has now become a lonely, h the erown. and the oroper expression 
frightened individual, forced to protect him- directioy tility, these 
At the same time, his hostility 1s expressed nv program which is directed toward the 
neurotically—that is, not against the object pr vention of neurosis should be judged by 


really responsible, the enemy who may fire these standards: first, v much does it 
back, but against the forces who in his eyes « urage group identification, and to what 
were more immediately at fault for his pres- roups; second, to what extent does it direct 
ent plight. These are his immediate supe- the soldier’s hostility into proper channels. 
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It is worth emphasizing that the attain- 


ment ol 


these objectives accomplishes more 
merely hindering the development of 
neurosis. All of our studies of AWOL have 
el to the observation that the 
\WOL is not a neurotic, but he is a man 
from the 


average 
10 differs good soldier in one 

portant 
identified with his group, nor does he form 
When he acts, 
e acts logically as an individual. He leaves 


interested only in pre- 


respect. He is never completely 


strong attachments within it. 


ls own life; 


group loyalties mean 
punishment short of 
ittle. Any 


means program 


heir group, more dependent upon it for 
emotional security, and more afraid of its 
had opinion, may be expected to have a bene- 
icial effect on the incidence of AWOL. 

In the same fashion, it may be anticipated 
and this 1s standard military doctrine) that 
1 program which improves functioning as a 


1 


member of a group, which fosters 


group 
yalty and responsibility, makes a good man 
soldier. The who 

feels that he is a part of an effective group, 


better combat soldier 
a group which is protecting him, and whose 
interests are identified with his own, is a 
tar better fighter than a man who fights only 
ior self-protection. Moreover, the soldier 
vho expresses his hostility against the enemy 
habitually, and when he is anxious, rather 
an against his leaders, is a far better soldier 
for that fact. 

It is evident that any far reaching program 
lirected toward the prevention of psychiatric 
related to the 
equally important problem of AWOL, and 


closely 


casualties must be 
more important one of increasing 
usual criticisms of 
any such program are first, that it destroys 
individual initiative by making the soldier 
into a robot, unable to act effectively by him- 


self; second that the arousing of hostility to- 


efficiency. The 


ward the enemy has undesirable effects on 
the soldier’s character, and is fraught with 
danger to his future behavior as a civilian. 

The inculcation of a healthy group spirit 
certainly does not destroy the soldier’s 
ability to act adequately as an individual; it 
rather fosters it. Those people who are the 
best adjusted in their own individual and 
family ties make the most effective larger 
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group adjustments as well, and are the best 
combat. It is safe to say that 
od military discipline does not de- 
initiative, but individual 
soldier to direct it into channels which are 
beneficial for the group. Thus impelled, he 
uses the same initiative to devise a way to 


in 
really 


stroy allows the 


save a comrade, to destroy the enemy, to 
make himself useful to his group. It is per- 
tinent to remark that good soldiers, in this 
sense, make good citizens. 

The second criticism, that of the danger 
[ hostility toward the enemy, 
ignores an important principle. Grinker(3), 
for example, recommends that ““propaganda 


ot arousing 


for hatred of the enemy should not be em- 
ployed, since such hatreds eventually become 
self-destructive.” Any program of indoctri- 

does not create hostility; it merely 
provides for its direction into proper chan- 
nels. Even Hitler did not primarily create 
hostility; he directed that considerable 
amount already present into channels useful 
for his purposes. Hostility exists in every 
individual who is anxious or threatened ; it 
is especially prominent in soldiers with com- 
bat experience. It makes itself evident when- 
ever they are frustrated or unhappy. It is 
created by war, and it is undesirable only as 


nation 


war is undesirable, and avoidable only as 
war is avoidable. Once it is present, it 15s 
necessary to direct it, to allow it to be ex- 
such that it will do the 
enemy the maximum of harm, and thus, for 
the period of the war at least, be a useful 
force. Hostility should not be confused with 
rage, which is powerless and without pur- 
pose. Well directed hostility is capable of 
much constructive work, most of all in the 
soldier. Hostility which is ignored and al- 
lowed to become diffuse is highly destructive, 
not only to the individual but to his group. 

The program for preventive psychiatry 
must therefore be based on these two goals: 
group loyalty, and proper expression of 
hostility. The first goal, that of identification 
with the group, is the one toward which 
most progress has been made so far, and is 
the one usually thought of as “morale.” 
Since it is a fighting group we are discuss- 
ing, the term morale becomes synonymous 
with the soldier’s willingness to fight as a 
member of a group. 


pressed in ways 


Many of the methods which are useful 
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to attain this purpose are well known and 
have been used by armies long before psy- 
chiatry was ever considered. The training 
of recruits, and even of older soldiers, has 
always had, at least since Roman times, pride 
in the unit as one of its chief goals. This 
was the purpose of having battle flags, stand 
ards, unit citations, and similar measures. 
Moreover, in his training, the new soldier 
is taught, often mechanically, that it is bet- 
ter to be coordinated with others, that there 
is a pride to be taken in the ability to operat 
in groups, that it is less fatiguing to march 
in formation. It is certainly possible that 
more could be done in this respect to explain 
to the soldier what value this has for him, 
because all too frequently such training is 
met with resentment. 

The American soldier, under favorable 
circumstances, identifies very rapidly with 
his immediate group, the platoon or com 
pany. He makes friends within it, he suf 
fers its hardships and benefits by its privi 
leges. Practically every soldier develops an 
attachment to a buddy, a relationship which 
sustains him in danger, and which gives him 
his first lessons in group activity and indi 
vidual sacrifice. Buddies are often killed 
however, and more often wounded or re 
moved from the scene in other ways. In this 
case, the soldier who has no broader ties 
finds himself lacking any support, and is 
very likely to develop great anxiety. Thx 
average soldier can, however, identify suf- 
ficiently with his company to carry on. 

To a less degree, the same is true of those 
men who have developed a firm attachment 
only to their companies. So long as the 
company remains a unit, they have some- 
thing to sustain them; when it is decimated 
in combat, or when they are separated from 
it by wounds or illness, this attachment too 
loses its value. 

Because of this, there has been a very 
definite attempt to inculcate a wider range of 
identification, to include the regiment, divi- 
sion and army, units which are relatively 
indestructible. This has value in proportion 
to the size and permanence of the unit; and 
it has been successfully fostered by such 
methods as distinctive insignia, newspapers 
and rest camps. 

Underneath all this is the need to have the 
soldiers regard this group, whatever its 
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and wider factors are not of great impor- 
The functions of higher 
echelons are obvious in the attempt to pro- 
wider identifications. A regimental 
or an army rest camp, have definite 


tance in this re Spt te ie 


duce 
privilege, 
functions in reminding the soldier that he is 
part of something bigger, that this larger 
unit is powerful, and that it is looking out 
for him. There is no doubt that this pro- 
cram has had considerable success, and that 
it is equally sensitive to leadership in the 
various echelons. 

There is, however, much more to be done. 
The soldier who fights only because his com- 
pany or division fights, with no further ideas 
about it, may react with anxiety and resent- 
ment when units inevitable 
when he himself is exposed 


to anxiety producing situations. 


those sufter 


casualties, and 
It is neces- 
sary on all counts to encourage not only im- 


mediate identification with company, regi- 
ment, division and field army, but with the 


Army, and with the American war effort as 
whole. The soldier who is able to make 
this wider identification has further protec- 
n from anxiety because he feels himself 
to be a member of the most powerful group 


n the world, a group which supports him, 
and for which he fights, and a group whose 
larger interests are his own. In addition, 


when he does develop hostility, instead of 
directing it at American (or Allied) groups, 
the 
groups, he will direct it where it belongs— 
There is little doubt 
that this can increase his effectiveness as a 
soldier; and it is our firm belief that it can 


have only a good effect 


civilians, draft board or other 


1 


t the common enemy. 


on the incidence 
of neurosis. 

That this is a tremendous job is unde- 
niable; that it cannot be completely accom- 
plished in the time with the facilities 
available, is also true. But it has been begun, 


7 
and 


and everything which is done in this direc- 
tion is highly valuable. It should be em- 
phasized that we are not trying to make bad 
citizens into good ones; it is merely a mat- 
ter of improving the group feeling already 
possessed by the average American. 

It is possible to foster this widest and 
most important of group relationships by 
an instrument which is already available— 
information. The desirability of Allied vic- 
tory, and its necessity, from the point of 


view of the citizen-soldier are sufficiently 
clear. It is unnecessary to employ propa- 
ganda, in the usual sense of the word. The 
lines are clearly drawn between the world of 
the United Nations, and world of the Axis. 
The average American soldier, given the 
facts, is capable of understanding them. 

The Army has already embarked upon a 
program which has as its objective the pre- 
sentation of these facts in an interesting and 
clear fashion, through the agency of the 
information-education service. While it may 
be impossible to measure any distinct drop 
in the neurosis rate ascribable to this pro- 
gram, the results have become evident in 
other ways. It is certainly our impression 
that the average soldier is. better informed 
now then he was two years or a year ago, 
that he feels more strongly the necessity 
for our victory, and that he has more 
understanding of his own place in the war. 
Even the neurotic is less likely to blame 
his commanders or our strategy for his 
discomforts. It is our experience, too, that 
all soldiers, healthy and neurotic, will 
accept such a program when it is skillfully 
presented. A “war picture’ produces revul- 
sion in soldiers, not because it is about the 
war, but rather because it is pointless or 
inaccurate. Even most neurotic patients 
willingly attend and become interested in the 
superior type of documentary film which has 
been made available, in spite of its obvious 
anxiety-producing qualities. It gives some 
comfort to know that one has suffered for 
the attainment of a worthwhile goal. But the 
important field of endeavor for all these 
measures must be the healthy soldier. He is 
still capable of normal and strong group 
loyalties, and of expressing his aggressive 
drives in such a way as to destroy the 
enemies of his group. The program is suc- 
cessful in the degree it fosters these patterns 
with respect to the Allied war effort. 

This leads to certain conclusions con- 
cerning the value of various types of group 
appeals and emotional drives. Some are 
doomed to failure by their lack of inclusive- 
ness, a defect which may lead to some group 
identification, but which allows the develop- 
ment of serious hostilities within the effective 
fighting group itself. 

Efforts to direct hostility toward the 
Japanese on the basis of their race and color 
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may have some fleeting value, a value whicl f t to develop effective group 
is completely lost when the soldier finds him { 
self a member of an extremely mixed group ere is little doubt that at any stage of 
fighting, perhaps, against Germans who look motivation, some soldiers will stil! 
like the people of his home town. Only Pp neuroses in severe combat, just as 
hostility which is directed toward the pol | desert. But it is possible to reduce 
ical and social aims of the enemy avoids — thei mber significantly below the present 
this impasse; and only group identification e, he factors which influence group 
which includes all groups of good will and tivation are the most effective instruments 
similar war aims is likely to be really effec- for this purpose. 
tive in the widest sense. 

This discussion does not imply that othe: SUMMARY 
means of fostering group motivation are at 
less effective. The value of physical con It le t ke combat itself any 
ditioning is well known, for itself; but it S s or pleasant. It is also impos- 
should also be thought of as a further me: to improve to any great degree the in- 
of elevating group identification. The same erent emotional stamina of our manpower 
is true of combat training, which has tr: t is 1s to prepare m 
mendous value, not only in its fostering of uch a way that their reaction 
individual confidence and efficiency, but als to ¢ t will be better. This emotional 
in its stress upon the functioning of th aaa. 
individual as an important and_ effective Ne SIS ps when anxiety reaches 
member of a group. h a point that it requires most of the 

Popular presentations of the dynamics of Idier's en to tit interferes 
fear are certainly valuable, particularly isly with his ability to fight the enemy. 
commanders; but insight alone is very littl [he development of neurosis in a given 
protection for an anxious soldier who needs t n the extent t 
strength. the soldier has become part of his 

One final criticism of the program i up, also the direction and effectiveness of 
based upon the observation that among thx the hostility which is aroused. Resentment 
best informed and motivated individuals, on 1 | | it every soldier, 
may discover an unduly high proportion of | parti en he is under stress. If they 
neurotics. This high proportion is rather a red lt the enemy in the form of 
reflection of the fact that the average stand eifective act e can function as a good 


ard of information in the group is still far 
from high. 


The well-informed individual 

are, therefore, deviants from the social norm. be § 
In many of them, an interest in world affairs 
is a response to chronic anxiety, rather than G 


Idier, and 1s less likely to develop more 


oO 


cannot 


ed, excessive anxiety develops, 


1 morale protects the soldier from 


a manifestation of an active interest in tl t t, by offering him the protection 
environment; in others, political interest up identification, and sec- 
results from chronic distrust and hostility recting hostility into proper chan- 
toward any authority. When, however, this es not produce hostility ; it merely 
general standard of information is elevated, directs that which is already present. 
or the group tested is superior in intelligence, [he primary step in good morale is the 
this observation is reversed. establishment of superior leadership, partic 
It has been our experience, moreover, ularly at the com evel. Identification 
that the well motivated and well informed with larger military ts, such as the regi- 
neurotic is far more effective in combat, and division and field army, are desirable 
in the military service generally, and is mort e of th rreater permanence and 
responsive to therapy, than the much larger | r, protecting the soldier when smaller 
number of neurotics who are indifferent to units are disintegrated in combat. 
the war effort. In general a neurosis makes it t is essential to inculcate loyalty toward 
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larger and more stable groups, toward the 


my, the government, the nation and the 
program, based 
information to the 
presented by able 


\llied war effort. This 


upon furnisht 
killfu 


ng 
11° 
soldier, when s lly 


officers, has been accepted by the soldier, 
even by the neurotic It has been 
especially useful in directing the hostility 
already present into proper channels, away 


soldier. 


from command, authority and allied groups, 
and toward the enemy. 

Psychoneurotic casualties will eventually 
ccur in combat no matter how good the 
eroup morale may be. Nevertheless, high 
morale will delay their occurrence and lower 


their expected incidence. 


Finally, it is our contention that a soldier 
who is well led, knows why he is fighting 
and believes in the necessity for fighting, 
will not only remain on the line longer and 
ight better, but will be less likely to be dis- 


abled by neurosis. 
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Hysteria plays an important role among 
those who complain of being hard of hearing 
Just how much of the soldier’s hearing loss 
can be attributed to actual physical loss, and 
how much to hysteria or malingering, 1 
difficult to determine. 

True hysterical deafness, however, can 
determined with reasonable accuracy. Th 
patient is given a careful examination by a 
qualified otologist. The air and bone con- 
duction, the amount of vestibular response, 
the speech and the voice changes are all im 
portant phases of the diagnosis. The patient 
is given several audiometric examinations. 

Marked variations of the audiometric tests, 
including fluctuations of hearing perception, 
are of extreme significance in diagnosing 
hysterical deafness. The patient is also 
examined by the psychiatrist to determin 
whether or not he has hysteria, or one of 
the other allied neuroses. 

We have found the functional hearing loss 
among certain types of personalities. There 
is the hysterical soldier with the typical emo- 
tional background and symptomatology. 
There are patients with a traumatic or 
toxic history in whom the functional hear- 
ing loss remains after physical recovery. 
There is the type in which the hearing has 
ceased some time in the past because of deep- 
seated psychological conflicts or the deafness 
has been precipitated as a result of severe 
psychic trauma. There is also the so-called 
egocentric type who hears only what he 
wishes to hear. We all unconsciously ex- 
clude sounds which we do not want to hear. 
The egocentric type, however, carries this 
exclusion to an extreme. 

The treatment of these patients is con- 
ducted by a psychologist under direct super- 
vision of the chief of the psychiatric division 
of this hospital. In cases where the disability 
is totally functional, the patient is convinced 
in three or more interviews that he will be 
able to hear normally. He is introduced to 
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CapTAIN, AIR ( 
Ca 
eo] that have recovered their hearing 
through narcosis. He receives their assur- 
to the s the treatment 
( ) suggestion 1s used, usually in the form 
cussion groups, 
thie ( t le treated and 
those ho have ered brought to- 
cethe their difficul 
ties | | l reassured 
the t l t ( e as typical of 
se alrea ir He told that he will 
merely go to sleep and wake up hearing 


i 


normally. [very effort is made to prove to 


the patient that he | and that the 
treatment will enabl 1 to use it. Often 
the patient, after questioning, will remem- 
ber instances when he has heard well. He 
ll be shown that his hearing is due to 
some nervous trouble because it is obvious 
that he can hear better when he is not emo- 
bed (the evices will 
be adapted by the therapist to fit the indi- 
\ al cast When the patient is fully con- 
vinced that his hearing is about to be re- 
red, he is ready for 1 iS 
In all the ( es ent lis given 
venously. The average case requires 
iministrat of the r about 25 min- 
utes, prefet the livision where 
oxygen Is a\ ble. The patient is placed on 


the operating table. A Ravox or other hear- 
ing aid is placed upon his “bad ear.” He is 
1 


again reassured that upon awakening, his 
hearing will be restored and that any other 


conversion symptoms he may have are about 


to be eliminated. As the injection is made, 
the patient is instructed to count backward 
rom 100 to I. His conversation will usually 
before he has counted 50. 
he pentothal should be administered slowly. 
The anesthetist should either gauge the 
speed of the injection so that the patient will 
receive three-fourths of a gram or less within 
30 to 40 minutes, or 1 


inject it at such a speed 
that the patient will be in a so-called babbling 
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narcotic state for most of the desired time. 
When, 


with the use of the hearing aid, the 
patient will count and stop counting upon 
request, he is asked the following questions : 
What is your name? Your age? Your rank? 
Your serial number? Your home address? 


Your wife’s name? He is assured and re- 
assured that he is now about to recover his 
removed and 


with ethyl chlo- 


hearing. The 


hearing aid is 
the external ear is sprayed 
ride, ether or some other harmless chemical 
that greatly changes the temperature of the 
skin. Then the therapist begins to ask ques- 
the hearing aid. 
Sometimes a great amount of suggestion and 
persuasion is needed to 
After each answer, the patient is assured 
that he heard 
answered the previous questions. 


without use of the 


tions 


secure answers. 
and 
The pa- 
tient’s eyes are closed. The hearing in one 


hears well because he 


ear is blocked out and the therapist continues 
to ask the questions and backs away slowly 
to a far corner of the room. He then assures 
the patient that he hears well, the attendant 
tells him that the therapist was far away 
and that his hearing is now perfect. The 
procedure is then repeated with the good ear. 
Many times the patient will not hear at all 
when the hearing aid is removed. Continued 
rapid suggestion should be given until all 
effects of pentothal are gone. Many patients 
do not admit until hours 
after treatment. 

Usually at the end of 2 hours, the effect of 
pentothal wears off and the patient is aware 
that he can hear well. Conversation must 
be smooth and persistent. Under narcosis 
the patient forgets in a few minutes a large 
part of the details of what he has said prior 
to the treatment. He also forgets that his 
hearing has returned. He must be informed 
again and again that he can hear. By this 
time the emotional blocks that lead to the 
symptoms of hysteria are being resolved, 
thus obviating the danger of the symptoms 
returning or becoming converted into other 
symptoms. We, however, must continually 
reassure the patient that he is stronger now 
and can handle every difficulty, that he can 
hear normally and that all head sounds will 
disappear in a day or two. This reassurance 
must be continued as long as the patient is 
under the effects of the narcosis. 

Forty-five patients were treated by the 
method outlined. 
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REPORTS OF CASES 


Case 1.—This 20-year-old male had an insecure 
home life and an unstable unhappy youth. In 
civilian life he had worked as a blaster; 
nally after blasting he would be unable to hear 
for a few hours. He developed the fear that he 
would lose his hearing entirely. Upon entering the 
Army he worked diligently and received the rating 
of a corporal. He developed however a marked 
aptitude as a blackmailer. A soldier under his juris- 
diction returning late on a pass or caught with a 
pair of crooked dice was forced to “pay off.” He 
would accompany other soldiers to a red light area 
and then threaten to tell their wives if he was not 
paid for his silence. These activities clashed with 
the dictates of his conscience and he began to show 
severe anxiety. In basic training he was required 
to run the infiltration course in which live ammuni- 
tion and land mines were used. Shortly after 
running this course, he was shipped overseas. Dur- 
ing the sea voyage his hearing began to decline. A 
few weeks after arriving in Europe, he was re- 
turned to America totally deaf and was sent to an 
army hearing center. 


occa- 


After adequate pre-suggestion, in which he was 
convinced that his hearing would be restored, he 
was given sodium pentothal. Shortly after the in- 
jection of the drug, the patient started babbling 
about the dangers of the infiltration course; he re- 
counted his fears and exhibited a great deal of 
emotion. These statements were mingled with con- 
fessions of his blackmailing activities. He would 
call out to his former victims and in high emotion 
would argue with them. During this performance 
he gave no evidence of hearing any sounds. After 
returning to the ward, he continued talking, repeat- 
ing over and over again his traumatizing experi- 
Finally the therapist, recognizing that the 
patient was rapidly approaching the point of awak- 
ening, grasped his arm and shouted, “Planes! 
Planes! Hit the dirt!’ The patient’s eyes opened 
as he jumped off the bed and dived to the floor in 
a prone position. After a minute he arose and cried 
out, “Planes! ! I hear them.” He rushed to 


ences. 


Planes! 
the window and looked out at a squadron of marine 
torpedo bombers flying overhead. Immediately 
after that he could hear a few spoken words. 
With repeated psychotherapy his fears were allevi- 
ated and he was convinced that his sins were for- 
given. He continued to improve rapidly and by the 
time that he was out of the narcosis, he had normal 
hearing and the severe anxiety had subsided. Be- 
fore the treatment, he had 100% loss of hearing in 
both He remained under close observation 
for 3 weeks, at the end of which he was quite well 
emotionally and his audiometric hearing loss was 
19% right and 22% left. 


ears. 


Case II.—This 26-year-old male technical ser- 
a hard working, conscientious farmer. 
In civilian life he was a valuable member of the 
community and an active participant in church 
work. Although worrying about his wife and baby, 
he resolutely did his duty in combat and as a leader 
of his men. His platoon followed him with great 
He looked upon them as his boys and if any 
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TREATMENT OF ICAL ] 


heart and built a strong resentme 
enemy. His religious conscience bothered 
great deal. Over and over again he was tor: 

with the faces of the enemy that he had kill 

the buddies of his that had been killed tl 

some imagined neglect on his part. His en 

and nervous tension increased; and one d 

he was in a foxhole with his buddy 

shell crashed down. His buddy was killed 

patient found himself with a complete loss 

ing. He was returned to the states and sent t 
army hearing center. Here he showed sympt 
severe combat reaction, headaches, nervousness, 


tremulousness and anxiety. t 
He was given 0.625 gram of sodium pentotl 

intravenously. He was carefully examined prior t 

the injection and he admitted practically no hi 


ing. Shortly after the injection was begun, 
lost consciousness. A few minutes later he 
ened and began muttering. He was told that tl 


me had come for his hearing to be cured. 


i 
chloride was sprayed upon his ears. He was 


continuous suggestion for 15 minutes and tol [' 

his hearing was cured and that from now 

could hear and hear well. He was asked man 

tions until, from across the room, he was abl 

hear a low spoken voice. He was returned 1 

ward and was kept in continual conversati ; 

hours, during which time he told of many tl 

that were bothering him. He was assured d 

assured that he was forgiven for all of the wrong 

that he had done, that the European war was 

that he could hear and that his men were safe nowy 

After the effect of the drug had worn off, 

tient not only heard normally, but he expressed 

great enthusiasm. The tenseness, anxiety and 

prehension had entirely disappeared. Before treat 

ment he had shown 52% loss on the right and &2 ; a 

loss on the left. He remained with us for about 3 4) 
Ont 


weeks after the treatment and on discharge he had 
no audiometric hearing loss and excellent emotio1 
control. 


Case III.—This patient worked in a quarry be- 
fore entering the Army. One of his tasks was to 
swing over great depths with dynamite in his 
pocket. This created violent fears which he at- 


tempted to conceal. When he would return hot precipit 
in the evenings, his parents would quarrel and he pat 
would have to intercede. These factors kept him bat 1 


in a continual state of emotional disturbance. On 
day when dynamite exploded accidentally, the | 


tient was temporarily deafened. Later another such 
explosion killed a friend of his and his hearing 
became worse. He grew anxious, apprehensive 


and fearful. After joining the Army, his hearing 
continued to grow worse, and because of this dif to tl 
ficulty he remained in this country. Upon arrival — that 


at the army hearing center, he was trained in li 
reading and given an hearing aid.. While there 
was definite evidence of a nerve type of hearing | 
(loss of high tones and vestibular vertigo) it was 
decided to try farcosynthesis. He showed 100% 
loss of hearing on the right and 90% loss on the left, 
Pre-suggestion was not very successful. The 
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ae reaction from the narcosis, he showed normal hear- a fair adjustment of his emotional difficulties. He 
er ing and a marked improvement in the combat re- remained with us for several weeks and on dis- 
1g aid action symptoms. Psychotherapy was continued and charge there was no regression of the emotional 
stions he received vocational counseling. He adjusted so picture. The audiometric hearing loss was 20% 
Power well that he was able to withstand further ex- right and 10% left. 
it the traneous difficulties. His hearing loss at the time 
with f admission to the hospitz ras 54% > righ 
Reser f admission t he h pital was 547% on the right SUMMARY 
— and 20% on the left. At the time of discharge, 
seta four weeks after the narcosynthesis, the audiometric This is a preliminary report of our clinical 
hearing loss was 15% right and 0% left. 
aid experiences and treatment of 45 patients 
given Case V.—This 40-year-old soldier was born in afflicted with hysterical deafness. 
2 _ the middle west and reared in a strict, religious lhese patients were given sodium pento- 
' pee family. He was given a high school education and thal narcosynthesis. Of this group 16 had 
lowed one year of college. He then started to earn his 
160% overseas in combat; 14 had been over- 
seeks: livelihood as a writer. The patient was quite intel- : 
tonal lectual and had a strong social conscience. In his Seas, but not in combat; 15 had no over- 
rs early years he had a strict moral code, which he seas duty. Twenty-two gave a history of 
. gradually relaxed as he became more successful and deafness prior to induction and one admitted 
it in- qth » individuals. fives a 
as associate 1 with more wi ridly in ividu ils. He lived hearing loss for 32 years prior to induction. 
He was quite successful in his profession and at n the true hj sterica patient the results 
, the time of his induction into the Army had an Were spectacular. When there was an ele- 
es excellent income. However, the stress and strain of ment of conscious simulation, an improve- 
e of remaining on top had a telling effect. He became ment in the hearing loss was observed but 
very tense, tremulous and high strung. He served x . 
iting : normal audiometric readings could not be 
sap in a non-combat organization for almost 3 years. Z : 
ae He reacted very poorly to his environment, became obtained. 
is more restless and finally there were the symptoms Intensive therapeutic efforts were con- 
hoo! of deafness. When he was referred for treatment tinued for several days after narcosynthesis, 
he ha 5% loss of hearing on the right and 54% . : a . = 
ss on the left. He was very tense and apprehen- : This é i 
ried neuropsychiatrist over a period of 2 to 4 


sive. For several days he received psychotherapy. 
There was much pre-suggestion and explanati weeks. The condition of these patients 
1 by Lhere was much pre-suggestion and explanation. XS. ‘ pe : 
i His fears concerning the state of the world, the having remained stationary, with no evi- 


hys- political situation, the morals of the people and dence of regression during this period of 
: dangers to the freedom of the press were alleviated. 
ms observation, separation from the service was 
” He was convinced that his hearing would be re- ; 

ares stored. Under sodium pentothal he revealed great carried out. 


ai intipathy to what he termed the inefficiency of The period during which these cases have 


per- 
aa rganized society. He was under a prem deal of heen observed is insufficient to warrant 
On tension when he discussed living with the woman undue optimism. Failures are anticipated but 
out of wedlock. This apparently conflicted with . 

er- his early sense of moral right. Upon recovering ‘t 18 believed that this preliminary study 
nal from the narcosis, he had normal hearing and made warrants further investigation. 
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“FURLOUGH” 


GEORGE F. SUTHERLAND, 


CaPTAIN, 


Furloughs and leaves are regarded as re- 
storative periods of rest and recreation. That 
they may be as emotionally trying as hard 
campaigns is likely to escape attention. In 
the soldier one is accustomed to associate 
emotional up-sets with vicissitudes of mili 
tary life(1, 2). In the reactions which ws 
are about to describe, on the contrary, it is 
the sudden release from military authority 
which precipitates the psychosis. By “fur 
lough” psychosis we refer to an episode of 
the acute schizophrenic type(3) attendant 
upon the sudden emotional readjustments 
which a furlough or leave entails. 

In the course of the past year a signi 
ficant proportion of the apanee admitted 


] 


casuals from furlough to the neuropsychia 
section of a large military peas ul h fall 
en into this category. In the pai case 
the patient has returned from overseas on 
leave or furlough and for the first few days 
seemed well and happy. however, 
his relatives and friends began to notice that 
his personality and behavior were under- 
going an alarming change. They 
that whereas at first he seemed 
self, he later became irritable, 
haved strangely. 
indecisive and seclusive. 


Soon, 


remarked 
his usual 
tense and be- 
He appeared bewildered 
He ate little 
poorly and frequently wandered about the 
house during the night. In spite of their 
reluctance to terminate his visit at home 
prematurely, some incident occurred which 
led the family to fear for the patient’s safety 
and prevailed upon him to report for medical 
advice. 

On admission to the hospital the patient 
was confused and occasionally disturbed 
Mood was apprehensive with some depres- 
sion. Affect was inappropriate. Attention 
and concentration were maintained with dif 
ficulty. Speech was rambling, irrelevant and 
frequently incoherent. Delusianal trends and 
ideas of reference were prominent. Halluci- 
nations were present in some cases. Orien- 


slept 


1 From the Neuropsychiatric Section, Crile Gen- 
eral Hospital, Cleveland, Ohio. 
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etimes accurate Memory, 
remote, was defective 

| trends were frequently present. In- 

il assets were impaired. Insight 

lk d j ent corresponding] 


pital the pa- 


lition was occasionally mistaken 
hol The patient often seemed 
excuse his behavior on this ground, 
that he had been drinking exces- 
e relatives were usually quite as 
at this statement. The 
t t ess showed tha 
ental rol 

{ rt of his hospitalization 
ively worse; the 
re pronounced, 
1 st of near mutism, 
rked and refusal of food 
on. The most outstanding symp- 
s a severe degree of confusion with 
of thous | esses. After ap- 
itely two m 5 alization, slow 
ial rovement ensued usual 
the proved singularly ineffec- 
tening the illness. However, 
herapy was not tried. Confusion was 
t lings y of the symptoms. In no 
t possible to return the patient 
cases came under our observation, 

| typical c: stories are cited. 
Lieut Army Air Force, 28 
Hist é s that the patient was 
MA ced perso! with feelings of in- 
| \ st y exhorted by his domi- 
enter the ministry. He enlisted 
in order to avoid criticism be- 
enthusiasm for this vocation. 
d in 1940 after being commissioned. This 
ed 2 S rseas without apparent 
United States on 
While overseas he began to worry about 
1] ibility to care for the 
| While | e on leave he 
nervous,” expressed fear that his young 
"A n d was indecisive in his 
le t be d excessively and to 
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wander about at all hours of the night. His behavior 
became so unpredictable that his wife feared that 
he would be unable to proceed to his next station 
unaccompanied. He was, therefore, induced to re- 
rt to the hospital for advice. 
if he were fit to drive his car. His rambling irrele- 
yant conversation and his obvious confusion led to 
immediate hospitalization. He was first admitted to 
an open ward but his increasing confusion necessi- 
Mental 
and depression 
n and concentra- 


He came asking 


tated his being transferred to a closed one. 
a revealed retardation 
with inappropriate affect. Attenti 
tion were greatly impaired. Orientation was accu- 


nination 


recent events Was: poor. 


rate but his memory for 
Vague delusional trends of self-accusatory character 


were present but no hallucinations were elicited. 
Insight and judgment were greatly impaired. At 


first his appetite was fair but later he became sus- 
ici and declined to without urging for a 
short period. Insulin sub-shock treatment was tried 
After 2 months hospitalization 


1mprovement ensued. ‘At 


picious eat 
without benefit. 
pontaneous 1 i 
of his illness an interview conducted under amytal 
revealed marked guilt feelings with sexual preoccu- 


the height 


A formal diagnosis of schizophrenia, type 
unqualified, was made and he was retired from the 
Army. At the time of his discharge from the mili- 
tary hospital he had improved but was still con- 
fused, incoherent and apathetic. 


CasE II.—Private, Infantry, 20 years of age, an 
nly son. His father was dead. The patient was 
sensitive and shy, well liked by men but had few 
Patient was 
overseas for 7 months and returned to the United 
States in June 1944. Shortly after his arrival home 
on furlough he became excited when another soldier 


social contacts with the opposite sex. 


ridiculed him at a dance and was advised by civilian 
police to go home. Upon his arrival home his 
mother became alarmed at his threatening attitude 
and called the police department. During the ex- 
citement he left the house and was apprehended 
ile creating a disturbance in the public square. 
He was admitted forthwith to a military hospital. 
On admission he was disturbed and aggressive. He 
was hallucinated and delusional, declared female 
witches and movie stars told him to have a good 
time; he controlled the moon and the stars and said 
that all larvae must be destroyed. For a period of 
3 weeks little change in his condition was observed 
but subsequently gradual improvement ensued. At 
the end of 24 transferred to a 
Veteran’s hospital with a diagnosis of dementia 
precox, catatonic type. At that time his sensorium 
was clear but his behavior unpredictable and his 
mood one of apathy. 


months he was 


Case III.—First Lieutenant, Army Air Force, 
25 years of age. In civilian life was well liked and 
a jovial sort. He worked for his brother as a shoe 
clerk and had never been away from home for any 
length of time. Two months before going overseas 
he married a girl he had known only one week. 
After serving 19 months overseas he was returned 
on rotation. During the time he was away his father 
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died and his brother was killed in another theater of 
operations. While overseas he complained of head- 
ache and was hospitalized for a short period and 
then returned to duty. He began to worry about 
home after he recceived a letter stating his wife 
was “running around” with other men. Soon after 
his arrival home friction developed not only between 
himself and his wife but also with his own family 
and his in-laws. He felt that others were making 
fun of him presumably because he had returned 
from overseas while the war was still in progress. 
Iie became increasingly seclusive, irritable, ate very 
little, suffered from nightmares and complained that 
the house was too noisy. His relatives persuaded 
him to report to the hospital because of his unusual 
behavior and because of the tension he was creating 
in the household. He entered the hospital com- 
plaining that he was making his mother nervous. 
On admission he was depressed to the point of 
apathy. He showed little interest in his surround- 
ings; he was correctly oriented; he answered all 
questions with “I don’t know’; and he would sup- 
ply no information spontaneously. He was confused 
in his thinking, unable to recall significant dates 
and his thought processes showed marked retarda- 
tion. No delusions or hallucinations were elicited. 
Insight was completely lacking. During the early 
part of his stay at the hospital his condition became 
progressively worse. He was extremely seclusive, 
inactive and spent most of the day lying in bed 
staring into space. For a time he was almost mute. 
He complained that others were talking about him 
and making fun of him. For this reason he refused 
to go to the mess hall. After 2 months of hospi- 
talization, slow but gradual improvement took place. 
A diagnosis of severe reactive depression was made. 
He was retired from active service. At the time 
of his discharge he was still apathetic and be- 
wildered. 


Case I1V.—Private, Chemical Warfare Service, 
26 years of age. History reveals a very strong 
mother attachment. He showed little interest in 
the opposite sex. Patient remained at home until 
induction into the Army and was employed in a 
steel mill as a common laborer. He had few social 
outlets and spent most of his time with his family. 
After serving overseas for 18 months, he was re- 
turned to the United States on rotation. While at 
10me on furlough, the family noticed that he was 
moody, lachrymose, irritable, self-critical and at 
times confused. His sleep became disturbed and 
for the 3 days prior to his hospitalization he slept 
very little. Finally when he announced his inten- 
tion of committing suicide by jumping off a bridge, 
he was brought to the hospital by his relatives. 
On admission he was violently disturbed, confused 
and incoherent in his speech. Mood was depressed 
and affect inappropriate. Attention and concentra- 
tion were poor. Memory showed relatively no im- 
pairment. He expressed guilt feelings over having 
been returned from overseas. He stated that he had 
seen the devil who told him to commit suicide. He 
had no insight into his condition. After 4 weeks 
hospitalization he began to improve spontaneously, 


= 
tion, 
d. 
e, 28 
was 
in- 
| 
| 


but he remained depressed, affectively flat, 
vague in speech. A diagnosis of psychosis, u 
nosed, was made and he was discharged from tl 
Army as being unfit for further military service 


The symptom complex seen thi 
patients was not sufficiently clear cut to in 
clude them in a single diagnostic category 


~d 


The psycho-dynamic mechanisms, however 
show a constant basic pattern. These indi 
viduals were reared in a home atmosphere 
where maternalistic dependency was fostered 
(2, 4). None of them had in 
establishing himself vocationally or otherwise 
as an independent individual. None of them 
objected to entering the military service; 
in fact it provided a happy solution for the 
immediate future. Each got along well in 
the Army, their military records showi 
they made good soldiers both in this country 
and overseas. All showed the mood-swings 
to which the average soldier is subject under 
stress but did not show any undue emotional 
instability. Each felt that he had earned his 
furlough or leave and eagerly looked for- 
ward to returning home. It was only after 
they returned home that they began to de- 
velop clinical symptoms. At first these were 
vague feelings that home was not as it should 
be, and that they were not enjoying their 
homecoming as they had anticipated. They 
were conscious of a lack of rapport with their 
environment. This rapidly increased to a 
point of active criticism and open antagonism 
toward the home, relatives and friends. Home 
seemed too small, too noisy or too quiet, and 
too confused. They complained that they 
did not experience the degree of freedom they 
had expected because of the social demands 
made on them by friends and relatives. Many 
resorted to alcohol as the solution to their 
difficulties. The minor decisions which they 
were called upon to make became bewildering 
and irritating. They resented the attitude 
of civilians, who they felt were betraying 
the soldier overseas, and began misinter- 
preting casual conversation as adverse criti- 
cism. Not infrequently the actual spark which 
set off the emotional explosion was a chance 
remark which the patient felt implied cow- 
ardice on his part. It was at this point that 
his symptoms became so obvious that hos- 
pitalization was necessary. 

It is commonplace for soldiers who have 
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succes 
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rprised to find 
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dot tio! the home for the paternalistic 
protect e Army or them the latter 
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sonal « it 1 them more apparent 
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themselves to the home which had undergone 


of changes in their absence. Their 
rned to function without them 
r an integral 
The 


themselves in 


process of 
the family 
entailed the necessity of making decisions for 
obliged to assume full re- 

In the second place they were 
called upon to this responsibility 
ithout support of the military authority 
n which they had come to rely for approval 
Thus homecoming presented 


art of th e family milieu. 


-establishing 
they were 
ility. 


assume 


and guidance. 


a double threat. Furlough or leave presented 
these soldiers with a situation in which they 
denly deprived of military authority, 

rejected by their 
msequently thrown upon their 


were sud 
families and 
own slender 
resources. 

The sudden withdrawal of military sup- 
port was undoubtedly the incident which 
precipitated the emotional disturbance. Had 
the change been more gradual, one may con- 
that its effect would have been less 
has been little 
pportunity for the dangerous 
effects of the sudden with military 
euidance on dependent individuals since few 
soldiers have been returned from 
other than through medical channels. 


jecture 


cataclysmic. Thus far there 


observing 
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rawal of 


overseas 

With 
the cessation of hostilities in | ene and 
the consequent 


these cases should wi encountered 


soldiers, 


more frequently. 
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SUMMARY 


Twelve cases were observed showing an 
acute schizophrenic reaction, seemingly pre- 
cipitated by the sudden emotional readjust- 
ments necessitated by leave or furlough. 

The onset of the symptoms occurred 
abruptly a few days after these apparently 
well adjusted individuals had returned home. 
The clinical symptoms, however, were not 
sufficiently clear-cut to include them in a 
single diagnostic category. 

The 4 typical case histories cited indicate 
that the episode was provoked by the sud- 
den release from military authority upon 
which the individual had become emotionally 
dependent. 
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PERSONALITY STUDIES OF MARIHUANA ADDICTS 
SOL CHAREN, B.A., M.A., 


LUIS 


Fort McC! 


Studies of addiction to marihuana seem, 
in the main, to have ignored the personality 
pattern of the user; emphasis has been 
largely on medical, pharmacological and soci- 
ological aspects. The personality studies 
which have been made are either anecdotal 
or of subjective experiences. The literature 
of marihuana addiction contains little of the 
type of research that has been done, fot 
example, on the alcoholic personality. 

We have had the opportunity to make 
intensive case studies during the past seven 
months of 60 marihuana addicts hospitalized 
in the neuropsychiatric service, Regional 
Hospital, Fort McClellan, Alabama. De 
tailed life histories were obtained 
brought out environmental 
family histories, behavior patterns, drives, 
attitudes and interests. Through the helpful 
cooperation of Major Lawrence Radice, 
M.C., psychiatrist in charge of the consulta- 
tion service of the Infantry Replacement 
Training Center at Fort McClellan, addi 
tional data obtained which made 
possible statistical validation of the personal- 
ity studies. The study of Marcovitz and 
Myers, “The Marihuana Addict in the 
Army,” which was published while our study 
was in progress, was also a great help. 
Their conclusions as to the socio-economic 
factors, personality picture and the difficul- 
ties of the addict in the military situation 
were very positively supported by our find- 
ings. Their study and ours show a definite 
motivation towards use of marihuana clearly 
revealed as part of the personality pattern 
of the user. 


which 


backgrounds, 


were 


Type oF SuspyEcT STUDIED 


Marcovitz and Myers studied 34 Negro 
and one white addict who had difficulties 
which brought them to the attention of mili- 
tary or medical authority. At Fort Mce- 
Clellan, with a ratio of seven white infantry 
training regiments to one Negro infantry 


1 Marcovitz, E., and Myers, H. J. The marihuana 
addict in the Army. War Med., 6: p. 389, Dec. 1944 
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‘ly twenties. This, of course, 


M.D. 


ent, the addicts referred to Major 


he neuropsychiatric service num- 

es and only 5 white soldiers, 

e of Negroes is due, we 

e, to the peculiar need marihuana 

them. The Negro psychopath or 

t onl er anxiety result- 

| relationships, but 

ers from a feeling of resentment to- 

| on hi h 1S required by 

t tereotypes of Negro behavior. 

ir as it es both anxi- 

sion and therefore permits a 

of adequacy, enables the Negro addict 

el sense of mastery denied him 

he white psychopath or neu- 

not faced with a dual problem of per- 

lity and environmental frustration finds 

1 or other form satisfaction more 

table 

REASONS FOR ADMISSION 

the 60 addicts studied, only g were 

r psychiatric study because of 

psychopathic behavior. ‘Twenty were 

x court martial for such offenses as 

tion, frequent AWOLs, causing 

ble; 5 were referred as part of IRTC 

F stud f AWOLs;: 16 were referred 

y commanders who found them 

probl or poor soldiers but had 

preterred any charges; and 1o had been 

ed primaril s drug addicts. A total 

can be classified as being undesirable 


material because of attitudes and be- 
ini as potentially 
morale. 


pecause Of neurosis or poor 


nness, resentment of authority, lack of 


army service were typical of 
nmon story of these men 


t the Army failed to understand them, 
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they are infantry soldiers, since this branch 
of the service consists largely of young men. 

The average length of service was almost 
6 months, but 21 or 35% had less than 4 
months of service when referred to the psy- 
chiatrist. Lest it be thought that these men 
had received 6 months training, we should 
explain that in many instances AWOL or 
need for medical treatment prevented train- 
ing. In terms of proper army attitude, be- 
havior, and actual time spent in training we 
found only 2 had acceptable records. Based 
on Marcovitz’ and Myer’s study, as well as 
our own, we can safely hypothecate that the 
Negro marihuana addict makes a very poor 


soldier, 


FAMILY BACKGROUND 


POSITION IN THE FAMILY 

One of the startling similarities revealed 
was the position of these addicts in thei1 
family group. Twenty-one or 35% were the 
only child in the family. This was because 
nearly all came from broken homes. Only 
came from what is considered de- 
sirable home environment. The other 85% 
had the roots of their personality in bad or 
broken childhood home situations.” Further 
analysis of their position in the family 
showed 28% either the oldest or youngest 
in families consisting of more than two 
children. Most common factor to all these 
addicts was that of a broken home, 63% 
having lost one or both parents. In terms 
of position in the family the only child or 
the youngest or oldest in the large family 
stood out. Of the 38 cases of broken homes, 
12 were due to death of a parent, 16 to 
desertion of a father, 2 to divorce, and 8 to 
separation of parents. 


g or 15% 


and Myers found similar results. 


2 Marcovitz 


They list the following factors: 


KNOWN FAMILY BACKGROUND IN 20 CASES 


Background * No. cases 


Early death of II 
Separation. OF 7 
Delinquent parent or sibling...... 4 


In several cases 2 or more of the factors were combined. 


EconoMiIc BACKGROUND 


From an economic standpoint 16 individ- 
uals came from homes where there were 
above average living standards with some 
luxuries, and 34 were from marginal levels 
of frequent or infrequent poverty. No con- 
clusions could be made for 10 of the addicts. 
Economic backgrounds were sharply divided 
into these two categories. 


PARENTS 


Personality of the parents as remembered 
by the patients showed definite similarities. 
Sixty-eight percent of the men furnished 
a picture of a father with very undesirable 
traits; they were described as drunkards, 
heavily promiscuous and very definitely un- 
desirable by the addict’s own standards. 
However, 60% of the mothers were reported 
as being very strict with definite ideals of 
morality and behavior, and as making stern 
efforts to inculcate high moral standards, 
sometimes using physical punishment when 
these standards were not met. Another 35% 
describe their mothers as being of good moral 
character, attempting to train sons properly, 
but not resorting to physical punishment 
or threats. It can be safely assumed that 
nearly all of those who had known the 
influence of a mother had childhood training 
which should have made them good citizens. 
Most of the men spoke with respect of their 
mothers, showed no signs of bitterness or 
resentment. Those with living mothers 
stated they still obeyed them, feared their 
disapproval, and definitely tried to conceal 
psychopathic behavior from them. 

The conclusion may be drawn that these 
addicts had a father either lacking or of such 
poor character that he was not a desirable 
pattern for them to follow ; and that parental 
strife, resulting from the opposing character- 
istics of father and mother, laid the founda- 
tion for inner conflict in their sons. 


EARLY CHILDHOOD 


Emotional instability in childhood was 
found to be common among all. Fifty-one 
admitted nightmares which, in many in- 
stances, persisted into adult life. Nail-biting, 
enuresis, sleepwalking and sleeptalking were 
also typically present. Bedwetting to late 
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adolescence was common. Attacks of diz 
ness and fainting spells were admitted by 
large percentage. We were able to obtai 
details of common nightmares from & of tl 
men and indication of 
punishment and latent homosexuality w 
quite evident. 

Mental defectives are in general rejected 
by the Army, so none of the men could be 
considered as subnormal. In terms of the Ni 
gro population in this country these men 
were within the range of normal intelligenc 
Army tests showed this to be true althoug! 
records of school showed only 11 had better 
than junior high school education, and 25 
had less than grade school education. Thx 
point is that none of these marihuana addicts 
can be considered as borderline in intelli 
gence, or even as dull. They were equippe 
to adjust mentally to their environment 
although they failed to take advantage of 
opportunities for an education. 


strong super-¢ 


ScHOOL BEHAVIOR 


Forty-six men admitted delinquent be 
havior during their school years. In genera 
they were candidates for reform school; 
habitual truancy, arguing or fighting with 
teachers, gambling, sexual activity, associat 
ing with undesirable companions, petty 
thievery, lack of interest in school were com 
mon. A number were forced to leave school 
or to transfer before the legal age. In gen 
eral they left school very gladly when of age. 

The period shortly after pubescence was 
when these patients showed their first symp- 
toms of psychopathy and resentment to 


authority. Despite maternal influence they 
soon associated with other students of 
undesirable character. Many  contracté 
the marihuana habit from = school com 


panions, and sex activity was begun in earl) 
adolescence. 


WorkK 


Fifty-one admitted a poor work history. 
There were frequent changes of jobs, drifting 
from city to city, arguments with employers 
The men commonly worked as laborers on 
jobs which permitted little personal expres 
sion. Those who had not yet contracted 
the marihuana habit soon did from fellow 
employees. They chose to associate with 


DDIC1 | Mar, 


ke f the same nature as themselves, 
nd associates outside of work 
ere ( WwW psvi paths 
Both Marcovitz Myers,’ and the 
vor’s | mittee on Marihuana,* found 
1 ui 1 addicts | l poor work 
ith unemploymi nt or part-time 
( 1 little desire for work. 
lhe n in our study readily admitted 
ana during working hours 
to work already drugged. By, 
the they were able to endure 
tony their tasks. Off work hours 
e spent sleeping, s ng marihuana and 
t y¥ Vv th other addicts in search of 
C TA \ ry 
study had never run afoul 
the ' e others were arrested for 
m mut ler to drunkenness. 
t s made to classify the arrests 
{ of crime; but drunkenness, dis- 
conduct, fighting and petty thievery 
mon. Few could be called 
essional criminals; they were nutsances 
the police vie vp t 
(he contention that marihuana causes 
e has been made In refutation the 
r’s Committee on Marihuana claims 
though the marihuana smoker is guilty 
pettv crimes, the criminal career existed 
r to the time the individual smoked 
rst cigat ette. They quote Bromberg 
7S 
As 1 ed “t recc in New York 
it that ugs generally do 
expectancy of 
bis in New 
hist the 60 addicts studied in 
le s s an established pattern of 
inquent psychopathic behavior from the 
yoint of family anxiety patterns, school 
and work history. Infractions of 
( v are to be expected, regardless of the 
of marihuana. The underlying personal- 
Cit Mayor’s committee on 
lem in the city of 
York. Lancaster, J. Cattell Press, 1944, p. 12. 
\ on, R. P. Marihuan America’s new 
bler Philadelpl Lippincott, 1938, p. 31. 
Mayor's Committee, op. cit., pp 14-17. 
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ity is primarily the determining factor in 
nal behavior. 


\Ve can summarize by stating that these 
men had traits of character which lead to 
conflict with the law. Basically the urge for 


criminal activity must be present. Use of 
marihuana lessens or eliminates anxieties 
which interfere with the urge for law- 


lessness. 


SEXUALITY 

marihuana 
for sexual 
Analysis of the sexual behavior of 


that 
a¢ Sire 


A popular concept is 
smoking causes definite 
excesscs. 
the subjects of this study was very interest- 
ing. Only 8 subjects had what could be 
called a normal heterosexual pattern (not 
necessarily a moral one) in that sex activity 
was not the predominant drive in life. Seven- 
teen or 30% admitted excessive sex activity 
but on a heterosexual level while an addi- 
admitted sex gratification with 


tional 


both men and women. Ten or 18% were 

lefinitely homosexual, nearly all playing the 

passive role. Surprisingly, 3 addicts ad- 


mitted sex satisfaction only by masturbation 
while 1 to be impotent. 

Whether through psychic or genital irrita- 
tion, 


claimed 


marihuana was associated as a factor 
in sex drives by our subjects. Many of those 
with heterosexual desires claimed a lack of 
interest in women unless under the 
of the 


that it was not necessarily a lack 


influence 
revealed 

of libido 
which caused such restraint, but rather a 
lack of confidence in ability to seduce the 
opposite sex acting as a factor to inhibit 
sexual 


drug. Further questioning 


desires. Marihuana gives increased 
confidence, making women powerless to re- 
sist their and masculine 
charms; they also had more confidence in 
their sexual strength when “high.” 

For most of the 60, sexual satisfaction 
without any desire for emotional ties was 


blandishments 


characteristic. Emotionally, their sex life can 
be said to have existed on a masturbatory 
level, as far as love for the opposite sex was 
concerned. Many of our subjects from large 
cities admitted weekly participation at gath- 
erings or “tea parties” marihuana 
was smoked. As part of the entertainment 


where 


“circuses,” presentations of perverted sexual 


practices, were staged. Their statements 
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were in direct contradiction to the situations 
found by the Mayor’s Committee on Mari- 
huana: investigators claimed marihuana par- 
ties were in no way used as preludes to sex 
immoralities but existed primarily for the 
sole enjoyment of the drug.?| According to 
our subjects “everything went at a tea party.” 
There was no sense of shame among the 
participants and guests, but an eager desire 
to regress to a childish level of sensuality, to 
defy and flout accepted standards of moral- 
ity. We were told of the eating of feces, of 
the swallowing of leukorrheal discharges, of 
other activities in which individuals vied 
with each other to see who could commit 
the most disgusting acts. All sorts of per- 
versions, both homosexual and heterosexual, 
were staged. “Nothing seems wrong any 
more,” one of the patients commented. “You 
see lots of queer things going on that you 
never dreamed existed.” Marcovitz and 
Myers in “The Marihuana Addict in the 
Army” give an excellent description of such 
parties, to which many homosexual and 
other perverts are attracted. Use of the drug 
forms a common bond, and all present lose 
their sense of inhibition. 

Marihuana smokers as a rule prefer the 
society of their own kind. Non-addicts are 
called “squares” and are not accepted or 
wanted in the group. In talking with homo- 
sexuals who were not addicts we found they 
rarely associate on close terms with addicts. 
Homosexuals who were addicts had two 
circles of friends, one of homosexuals like 
themselves, and the other of addicts. Mari- 
huana addicts consider themselves on a dif- 
ferent level of society with certain common 
interests, among them the enjoyment of 
marihuana. They prefer the society of 
“freaks” or “tea hounds” to so-called 
There was a recognition of being 
social outcasts and of living in a world of 
different standards. 

Many of these men frankly admitted that 
only when under the influence of marihuana 
were they able to enjoy homosexual and 
perverted behavior. The sense of shame and 
disgust disappears under marihuana to be 
replaced by the over-powering desire for 


“squares.” 


7 Mayor’s Committee, /bid, pp. 13-14. 

8 According to one man, “Something wrong with 
everyone of us and we put on a wonderful show 
just like at a circus.” 
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sexual gratification at the level of infantil addicts intervi | by Marcovitz and Myers yor 
behavior. ( trilkit e casual use of the word 

“oe the reply “solid” is often the| Mad pa 

RECOGNITION OF: ADDICTS a for further exploratory remarks. Let's fal 

These addicts readily admitted ability t re 1 ritual handshal brushing of n : 

recognize other addicts, either by their e pal nst palm lily w 

or by the use of slang. They were vagu At u sticl Tene eet 


about the eye-signs, although a narrowit 


and glittering of the pupils was menti . (Ho Not 
by several. “The police get mad when tl and th 
see us wearing dark glasses. They k1 The sl: 
we are not wearing them to keep the sun it st t?” (Furnish will qu 
of our eyes.” t pp! , which can also | jf the 

Use of slang was a definite means of rec orata 
ognition among strangers. Walton furnish: th which: | 


a few terms,® and the conversation of th the fl t attit Idict for len 
will fi 


tive la 


Gage, jive, weed, tea, reefer, shit...... ees 
in ma: 

Blow, blowing, or blowing gage.............. outsid 

Look here daddy, where can I pick up... 

I want to pickle some of that righteous junk, I want to try 1 As 
or, let’s get on with them, or, let’s knock out tive 11 


selves crazy. marih 
Hop Rake Party, STASS PALLY “ 


virg 


Feel like the world’s against me........... eens from lacl mat na he le 
He was high, or, he was out of this world, or, \ to the int t t the drug ee 


he was blind. 


Yes 
The cat was mad; he was shot and beat for if was angry, disgusted and tired. users 
sleep. 
Let’s knock Harper dead in the head and beat { bottle of whis rink it and throw tl ae 
him for his skypiece and drain him and throw bottle av over: 
his dirty body away. perit 
3eat me pop with the righteous mop, Bam........ hake hand cigat 
I am going to a jump. The boys will be there I going to a dance. My friends will be there. D sinte 
mad. Do you cop, pop? 1 understand 7 


® Walton, Op. cit., p. 195. . wish 
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So you are a hip kitty. Have you got your boots 


latched and your mop ready? 
| ng to ck myself a righteous juice....... 
lam voine home and c nyself a nod in the 
lam gomg home a cop mysell a nod in the 

ly whi 1 wake up feeling gay and bright. 


I'm going to pick upa fly chick and di 


Note that the general tone is very flippant 
and that there is a rhythm to the phrases. 
The slang terms are so striking that an addict 
will quickly become suspicious of a “square” 
if the other fails to use these terms properly 
or at all. As can be seen there is a vocabulary 
built around the use of marihuana sufficient 
“square” 
will find very mystifying. With this distinc- 
tive language, the sharing of mutual experi- 


for lengthy conversations which the 


ences and background, as well as the interest 
in marihuana, the addict definitely feels that 
he lives in a world of his own, separate and 
outside of the world of non-addicts. 


SUBJECTIVE REACTIONS 


A slang term furnished us with provoca- 
tive information on the individual effects of 
marihuana smoking. This the term, 
“virgin kick,” 7.e., the reaction of the initiate 
to smoking. “What kind of kick are you 
getting?’ the addict will the 
new user, referring to the strange and fright- 


Was 


chronic ask 
ening sensations and feelings of depression. 
The new user will be told these are typical 
reactions and to continue experimenting until 
he learns the proper dosage to take. The 
initiate experiences anxiety and fear over 
the control the drug assumes over the intel- 
lect and is panicky about becoming its slave. 
The chronic addict can reassure him; when 
told of particular moods will nod wisely and 
state that such a sensation is to be expected, 
that it will disappear later on or can be 
ignored. Surprisingly, addicts claim that 
these initial to all 
rather than a matter of individual 
experience. The initiate is warned about 
over-use of the drug, but encouraged to ex- 
periment until he learns exactly how many 
cigarettes are needed to achieve a satisfactory 


sympt ms are common 


users, 


state of well being. 
We believe, therefore, that experimenters 
wishing to study subjective reactions should 


Sarcastic comment about one who is boasting. 


g a flicker... I’m going 


Liter- 
ally means, “So you are a wise guy. Are your shoes 
shined and your fingernails clean?” 


Home. 
Let’s go down to the main street. 

I’m going to pour myself a glass of whiskey. 
I’m going 


home and get some sleep. 


to get a girl and see a movie. 


not stop at one or two cigarettes but use 
them over a period of time. Thus they may 
study both initial reactions and the state 
finally achieved by the confirmed addict. 
The addict is not interested in the primary 
sensations, in fact he tries to avoid them, 
being interested only in the ultimate stage 
of well being and confidence. 

Because the first few attempts to learn 
the habit are somewhat disturbing, some 
individuals may not become addicts. Mari- 
huana is definitely a group activity in that 
the new user needs the presence of addicts 
to encourage him in further attempts. 

The addict firmly believes that he has 
control of the drug and can cease addiction 
at any time, and that marihuana is not habit 
forming. He can see no reason for living 
with anxiety tensions when smoking releases 
them; thus he seldom makes any effort to 
quit. In this respect he is much like the 
tobacco addict. 


SomE Facts Asout ADDICTION 


Walton 7° states that use of the drug is 
widespread among school children in New 
Orleans. On the contrary, the Mayor’s Com- 
mittee on Marihuana found no evidence that 
it was a problem among school children in 
New York City. They interviewed principals 
and watched dives near schools, but found 
no evidence of its use.7* However in our 
subjects 6 or 13% began use of marihuana 
prior to adolescence. The largest group, 
29 or 64%, were initiated in the period of 
adolescence, from 12 to 17 years. Another 
13% began in their early twenties, and 4 in 
in middle or late twenties. The average 
median age of original addiction was 15.3 
years. It is realized that this might not be 
a true picture as our group was weighted 
with young infantry soldiers. Study of a 

10 Thid. pp 29-32. 

11 Mayor’s Committee, of. cit., pp 17-24. 
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true cross section might reveal a higher : 
when the habit was begun. 

The average median length of time tl 
men had been smoking was approximatel 
6 years. Five or 11% had been addict 
more than 10 years. None claimed to be 
ginners. had smoked at least 
a year, and another 20% from 3 to 4 years 
Twenty-seven or 60% claimed to be addict 


Nine or 20% 


for more than 5 years. 
of these 


A large percentag 
27 contracted the habit dur 
formative years of adolescence. 


1 


ing t 


Despite long addiction these men_ 
sumably were in good enough physical c 
dition to meet army standards for inducti 
and were deemed fit for the toughest bran 
of the service, the infantry. Inability to ad 
just to the army situation was in terms 
morale and character, not stamina. 


Use oF OTHER STIMULANTS 

All of our addicts used other stimulants 
but insisted that marihuana was the main 
source of pleasure, the others being substi 
tutes or aids to increase the pleasures 
marihuana. We found few among them who 
were addicted to use of cocaine, morphin 
heroin, although a number had tried them 
briefly. Many used what they called “ger 
onimos,” small pills which, according t 
the patients, contained morphine in a mil 
dosage. Again, these were used only when 
marihuana was not available. We are, there 
fore, inclined to agree with the Mayor's 
Committee on Marihuana that marihuana 
smoking in itself does not cause addiction 
to such narcotics as cocaine, morphine or 
heroin.?” 

Whiskey was commonly used in con 
junction with marihuana, but rarely to 
excess. Sodium amytal, called ‘“‘pink ladies,” 
seconal, barbital, benzedrine, nembutal were 
used daily along with marihuana. Nutmeg 
smoked in powder form mixed with tobacco 
was tried as a change. In connection with 
these drugs the following slang is given: 
One addict will ask, “Have you seen Ben 
lately ?” (Have you used benzedrine recently.) The 
other may reply, “No I’ve been with’ Meg all night” 
(used nutmeg). Nutmeg is also 
“the lady.” 


referred 


12 [bid., p 13. 


In the h t vhere the drugs could not 
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\ to the indi- 
to 2 daily and 
( majority used 
1 t ihuana was not 
ited in d with other 
bst S dried leaf top of the 
t roll ( and sold 
1¢ 
\ 
Not ( our subjects had any desire to 
| or be cured They admitted 
lunt ct ion at times d therefore 
med the drug was not t forming. 
| defended its use on the grounds that 
( vsical after-effects. There was 
ty v was harm- 
( cure on 
t t the be marihuana 
( tl 
the t huana was 
( to the Ar vy as it enabled them to 
uate as 1ers They therefore 
ed that the Army should permit them 
e inued use ¢ hese argu- 
vere highly rationalistic in view of 
t m record t te Nevertheless, 
they stubbornly defended its use with the 
chil it le of “I « t be a good soldier 
less smoke marihuana, and I’m such a 
g one then that I should be permitted 
to smok¢ 
ecause of these attitudes we cannot agree 
Marcovitz and Myers in their conten- 
t that long-time institutionalization for 
treatment of the pr ty pattern is the 
nswe! e desire to be cured is lacking, 
| ound and pet lity pattern are 
) well established for any hope of curative 
reatment. Institution mn may be neces- 
sary to protect society { m these individuals, 
but not from the stand t of treatment. 
\s ward patients in t hospital these 
men were nothing but nuisances. They had 
to be kept restricted to the ward to prevent 
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allowed freedom on the ward they somehow 
obtained the drug no matter how closely 
visitors were watched. They were aggressive 
and sulky with ward attendants and person- 
nel, and continually complained of various 
ailments. resentful when re- 
turned to duty ; in one instance military police 
had to be called. When attempts were made 
to sedate them with seconal they bothered 
the nurses and ward attendants constantly 
for hours before the time to receive the drug. 


They were 


Only during interviews when the men were 
talked to in a kindly, sympathetic manner 
was there any change in attitude. During 


the interview periods they complained at 
first of myriad aches and ailments, but soon 
freely, in fact They 
bragged about their behavior, anti-social and 
sexually perverted as it was. Feelings of 
anxiety which they attributed to the drug 
deprivation disappeared in the course of the 
interview because they were able to represent 


loquaciously. 


themselves as adequate individuals in terms 
] 


t their own standards. 


DiscUSsION 
It can be seen that these men possess traits 
of character and behavior which readily 
brand them as psychopaths. The basic cause 
of their psychopathic personality was the 
broken home, marked by quarrels and dis- 


1 


rreeable scenes. Their parents were defi- 
In terms of parental 
images many of the patients had a righteous, 
moral mother and a worthless father. Many 
of them were an only child, or the youngest 


yr oldest in the family. Such children suffer 


nitely incompatible. 


from their family position either by too much 
attention or by intensification of the conflict 
n them and their siblings for the love 
of the mother. 

From an early age there was a swing to 
the mother’s 
There was definite identi- 


delinquent behavior despite 
efforts at control. 
fication with the father image and a reaction 
to maternal control. This caused delinquent 
behavior in school and anti-social activities, 
Un- 


desirable associates, sex promiscuity, truancy 


as well as avoidance of responsibilities. 


and even addiction to marihuana are typical 
in the school years. 


S. CHAREN AND L. PERELMAN 


681 


The pattern established is very well de- 
scribed by Marcovitz and Myers: 

A typical pattern of response to repeated situa- 
tions of frustration and deprivation. This con- 
sists on the one hand of immediate and constant 
gratification of the need for sensual pleasure and 
for the feeling of omnipotence, as well as the need 
to overcome their unbearable anxiety. On the other 
hand they show hostility and aggression toward 
others, especially to authority with the neurotic 
repetitive creation of situations which lead to fur- 
ther sufferings.1!% 


work records followed the same 
behavior pattern, with frequent changes of 
jobs. Associates chosen were always those 
with similar psychopathic interests. As 
adults, as in adolescence, sex satisfaction was 
the predominant drive. This was permitted 


Their 


expression through marihuana on various 
levels of development. The drug was also 
used to build up confidence in the conquest 
of women. Marihuana and sex satisfaction 
are definitely associated in these individuals. 
They revealed frequent attendance at private 
parties where there were both marihuana 
enjoyment and sexual orgies, with mari- 
huana addiction the common bond among 
all present. Defiance of sexual codes with 
gratification of infantile sexuality at different 
levels was achieved. 

Conflict with the law is an aspect of the 
psychopathic personality manifested by mari- 
huana There is little evidence that 
marihuana creates criminals, but it does seem 
to restore the confidence which a criminal 
personality needs. The behavior of these 
addicts shows a disregard for law which 
is based on selfishness and resentment to 
authority. 


uSerTs. 


Judging from the comments of the men 
studied, as well as from the analysis of their 
personalities, it seems that marihuana is used 
to restore confidence by the removal of anx- 
iety and resentment, and that it also relieves 
actual physical feelings of depression and 
pain. The user gains both physical and psy- 
chological contentment and reassurance, finds 
himself able to gratify strong infantile de- 
sires, and becomes an adequate personality 
environment. Mari- 
of anxiety resulting 
attitudes of the par- 


able to cope with his 
huana dispels feelings 
from earlier conflicting 


13 Marcovitz, op. cit., p. 391. 
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ents, and thus permits the satisfaction 


libidinal desires at various levels of infantil hua ised to nish confidence but | 
sexuality. Strong homosexual tendenci it was not tl ictivity. 
are also present in many addicts. ;. Strong abnormal sexual desires were 
n ixiety. Mari- 

SUMMARY | to ' ty and result 

on sexual pleasures 

1. Sixty infantry soldiers, 55 Negro and n various levels of infantil uality. 

5 white, were studied to determine the basis 5. A ith other ad- 
for their addiction to marihuana. nd non-addicts are Recogni- 

2. Case histories reveal a background \ ti ther addict primarily by use of 
psychopathic development and behavior. 

3. Eighty-five percent of these men wet 16. First attempts to contract the mari- 
referred for psychiatric evaluation becau habit are believed to cause startling 
of poor records as soldiers, and the 1 eriences but the user soon is able to con- 
mainder for neurosis. trol d e and accust self to the dru 

4. Median average age of the men wa t legre ficient t iety. 

22.4 years, and the median average length 17 3 ise of the drug 
of service was 5.9 months. Only 2 men had rior { Lol e; r 64% started in 
desirable army records. the adol rs, and the rest in early and 

5. Thirty-eight or 63% had a history « t lian average length of ad- 
homes broken in childhood by death, des 
tion or separation. Another 13 or 22% als 3. Subject uana are 
had home environments where quarreling, described tending to restore confidence 
domestic strife among parents was commo 1 pain 

6. Thirty-five percent were the only child . | th mari- 
in the family and 28% either the youngest iri 1 is used 
or oldest in a large family. the pr ry pleasure. Quantity of mari- 

7. Thirty-four of the men came an individ- 
poverty-stricken levels. matter but tl 1 from 4 

8. Patients’ memories of parents reveal 
95% had mothers with high standards of 20. Not the men had desire to 
morality and 68% had fathers of poor moral s well as thei: 
character. 1osis for 

9g. Early childhood memories were of treatment is poor. They are a problem not 
definite emotional strain, as revealed | nly to the Art patients in the 
frequent nightmares, history of enuresis, Am 
sleep disturbances, dizzy spells. 21. The personality pattern of these men 

10. Only 11 of the men had gone as far is one of strong libidinous desires resulting 
as high school, although intelligence tests from early home conflict, a weak ego which 
showed them all to be of normal intelligence. lentifies with an undesirable father image, 

11. Typical school behavior was one of anda sup reated by the ral mother. 
truancy, arguing or fighting with teachers, The superego is unable to prevent unde- 
gambling, sex promiscuity, associating with — sirable behavior but is able to create intense 
undesirable companions. nxiety. Use of mari la removes the 

12. Work history shows a similar trend superego which in turn strengthens the ego 
of psvchopathic development with frequent and enables it to satisfy the libidinous de 
changes of jobs and much unemployment ut ious levels of intile be- 
little desire to work. Marihuana was used exuality is evident in many 
frequently during work to relieve monotony. these met 
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PSYCHIATRIC ASPECTS OF UREMIA * 
A. B. BAKER, M.D., anv JULIAN KNUTSON, M.D. 


Minneapolis, Minn. 


It has long been recognized that in uremia 
occurs an autointoxication that may 
result in damage to many of the body tis- 


the rc 
sues. Since some of the most common symp- 
toms in this disease, namely, the convulsions 
nd the lethargy, indicate cerebral involve- 
ment, it at once becomes apparent that the 
central nervous system represent at 
least one of the most important regions of 
toxic injury. The importance of the cerebral 
damage in uremia as related to the wide- 
spread clinical symptomatology was well rec- 


doe Ss 


ognized in the older literature, but seems to 
have been ignored in many of the recent 
writings (Hechst(1), Mikuriya(2), Hiller 
, Bodechtel(4), Weil 
Silvan(8), 


nd Michalovici( 3) 
(5), Weiman(6), 


chida(9g) ). 


Rives(7), 


In a recent investigation we had the op- 
portunity of studying the brain changes in 
7 j It was apparent that this 


lisease produces severe and often 


7 cases of uremia. 
irreversi- 
The 
duration 
In the acute cases the pre- 

minant damage occurred within the neu- 
‘ons which showed the typical picture of 
nerve cell damage. In the subacute 
illness, the neurons revealed 
chronic changes such as pyknosis and frag- 
mentation. In most of 
chymal alterations 


ble changes within the cerebral tissues. 
type of alteration varied with the 


the 11] 
tne winess. 


acute 


it 


and chronic 


these cases paren- 
prominent and 
tissue and 


It has been accepted that 


were 
appeared as areas of necrosis 
demyelinization. 
such extensive tissue damage might very well 
result in varying neurological disturbances 
such as convulsions, monoplegias, hemiple- 
gias, ataxias, etc. Many reports of such 
dramatic disturbances are available in the 
literature (Rothman(10), Weisenberg( 11), 


Hiller and 


llowever, in spite of the definite evidence of 


Boinet(12), Michalovici ( 3) 


tissue injury in uremia, it has not been gen- 


1 From the Department of Neuropsychiatry, Uni- 
versity of Minnesota. This study was aided by 
a grant from the University of Minnesota Graduate 
School. 


erally realized that these same diffuse altera- 
tions may so disturb cerebral function as to 
result in a host of personality disturbances 
that may obscure the underlying organic 
pathology. It is for the purpose of empha- 
sizing these psychic alterations in this dis- 
ease that the following case is reported fol- 
lowed by a brief résumé of some of the 
literature on this subject. 


CASE REPORT 


E, D. (H. N. 685285), a 27-year-old white male, 
was admitted to hospital August 29, 1939, because 
of disorientation, restlessness and bizarre behavior. 
This patient had always been a well adjusted, 
friendly individual. He had lived harmoniously 
with his family and friends, showing no abnormal 
moods or behavior. He had always taken part in 
church and social activities and had been a great 
help to his brother in business. During the past 
4 years he had been troubled with epigastric dis- 
tress for which he had taken soda for relief. Six 
months before admission he suffered a recurrence 
of his discomfort, vomited frequently and began 
to lose weight. In June, 1939, he was hospitalized 
and an revealed a duodenal ulcer. After 
the hospital he did poorly as far as his 
as concerned in spite of exerting care as 
regards his food and general régime. In July, 1939, 
he continued to vomit almost daily, showing a 
weight loss of over 35 pounds. Aside from this 
weight loss he appeared and felt fairly well. He 
was again placed under medical care but continued 
to vomit. 

On August 24, 1939, his local physician suggested 
hospitalization and the patient enthusiastically 
agreed to such a move. However, within a few 
hours he became slightly disturbed because he felt 
that “the papers would advertize about his receiving 
free aid.” This was the first indication of any 
abnormality in thinking. Shortly afterwards “his 
nerves gave way.” He began to weep and show 
mild clenching his fists, drawing his 
knees toward his chin and remaining so for many 
hours. At times he would become restless and ex- 
cited while on other occasions he would lie quietly 
in bed staring at the ceiling. He was immediately 
removed to a local hospital. During the first few 
days in hospital he behaved in a normal manner 
except for a slight restlessness which gradually 
increased in intensity. On the third day he became 
confused and auditory hallucinations. 
He greeted his father by saying, “Come on let’s 
sneak out now,’—‘‘Don’t you see them?” He 
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hugged his father tightly and repeated thre 
“She thinks she’s too good for me.” Becau 
the increasing severity of his illness, he was tt 
ferred to the University Hospital. On his 
the hospital he became completely disorient 
taking the ambulance driver for his brother-i: 

On admission, the patient appeared acutel 
exhibiting evidence of marked weight loss, 
ness and dehydration. His blood pressure was 11 
systolic and 78 diastolic. He was very negativi 
mute and demonstrated some regressive beh 
with fecal and urinary incontinence. On persistent 
questioning he would admit having stoma bl 
and occasionally complained of abdomin : 
At times he would recognize his brother. H 
seemed markedly apathetic and totally indiffe: 
to his surroundings. He spoke very little, most « 
his remarks being garbled and incoherent 
somewhat restless, picking at his bedclothes 
attempting to get out of bed. 

At this time a diagnosis of schizophreni 
considered. Because of the medical history, <« 
plete laboratory studies were done. The 
showed a specific gravity of 1016 with a trace of 
albumin and an occasional red blood cell. Blood 
chemistries revealed a blood urea nitrogen of 243 
mg. percent; a blood sugar of I40 mg. pe! 
and chlorides of 452 mg. percent. These findin 
indicated that we were dealing with an unusu 
form of uremic psychosis. 


Due to the negativistic behavior of the pati 
it was necessary to resort to gavage feedings. Dut 
ing the first 3 days in hospital he was restless 
confused. He knew the approximate date and 
name but was disoriented as to place. He talked 
very little, most of his conversation being mutters 
and unintelligible. He had to be restrained as ] 
would try to get out of bed. He frequently s] 
his food at the nurses or over the floor .of his 
room. Often he would become very negativisti 
and preoccupied. He would spend many hours 
posturing and grimacing. On the fourth hospit 
day, after intense intravenous and gavage feedings 
the patient seemed to improve. He becam 
quiet and there was a definite clearing of tl 
sensorium. His speech became more coherent and 
he again recognized various members of his family 
He stated that he felt “swell” and “would like 
go home.” He conversed pleasantly with the nur 
toward whom he was most polite and cooperativ 
He remained improved for 2 days and then sud 
denly relapsed into his former psychotic state. H¢ 
again became restless, noisy, and at times catat 


1 


During the remainder of his hospital stay he 


continued to manifest severe psychotic behavior 
except for brief intervals during which he seemed 
to clear somewhat and make a few coherent and 
relevant statements. He expired suddenly from 


a respiratory paralysis 7 days after admission to 


the hospital. 


Comment.—On cursory survey, this pa- 
tient presented many features of a catatonic 
type of schizophrenia. These consisted 
chiefly of negativism, mutism, grimacing 
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cases, especially those receiving treatment, 
the psychosis was characterized by remis- 
sions during which the patient would be 
uiet, rather composed and entirely rational. 
[hese lucid intervals are most variable in 
both number and duration, lasting from min- 
utes to days. They often appear dramatically 
at the height of the psychosis and disappear 
just as abruptly. 
~ 4. Accompanying Neurological Features. 
The 
hances during the course of a psychosis 
should immediately suggest the possibility 
ra uremic involvement. These disturbances 


appearance of neurological distur- 


‘onsist of convulsions, myoclonus, monople- 


vias, ascending paralyses, bulbar distur- 
ances, ataxias or amaurosis. Bischoff(13) 
reported motor involvement as occurring in 


The 
otor involvement is frequently ascending 
occasionally resulting in a bulbar 
myoclonus occurs terminally and 
primarily the upper limbs. The 
convulsions are probably the most frequently 
recognized uremic symptom. They precede 
r accompany the psychosis and are usually 
neralized. 

5. Poor Prognosis With Rapid Downhill 
Course—As would be expected, because 
f the underlying disturbance, the prognosis 


10 percent of the uremic psychoses. 


palsy. The 


is usually poor. The duration of the illness 
is fairly short, lasting but a few weeks and 
terminating fatally. Such a rapidly fatal 
course is unusual for most of the purely 
psychogenic disturbances and should suggest 
organic involvement. 

6. Blood Chemistry Studies.—An investi- 
gation of the blood urea nitrogen level will 
almost always establish the proper diagnosis. 
Any patient suffering from a psychosis in 
which some of the above listed features are 
present, warrants an investigation of the 
blood chemistry in an attempt to determine 
the possibility of uremia as the causative 
factor in the illness. 


CLINICAL I‘ORMS OF UREMIA 


Aside from the above general features, 
the clinical symptomatology in uremia differs 
considerably from case to case. An attempt 
will be made to list the most common clinical 
syndromes along with the authors who de- 
scribed such cases. 


1. Asthenic Form (Lemierre(14), van 
Hauth(15), Reiss(16) ). 

The chief symptoms are malaise and lassi- 
tude gradually progressing to lethargy. 
Physical fatigue is marked, the patient often 
staggering when walking because of lack of 
strength. Memory is poor, concentration is 
difficult and sleep is superficial. The patient 
can be awakened easily and answers ques- 
tions slowly but rationally. Such patients 
often appear unhappy and utterly miserable. 
Terminally they may become mildly con- 
fused. The lethargy may pass into a coma 
which ends in death. Reiss(16) reported 6 
such cases while Lemierre(14) recorded 2. 
In both of the latter the uremia was mild and 
the patients recovered completely. 

2. Acute Delirium (Meninger(17), Reiss 
(16), Jacobson(18), Jolly(19), Bischoff 
(13), Marcus(20), Merklen(21), Kleudgen 
(22)). 

This is by far the most common picture 
presented by patients with uremic psychoses. 
These patients are apprehensive, restless, be- 
wildered and confused. They may be quiet 
and muttering or may show a severe accel- 
eration of psychomotor activity with periods 
of excitement which may terminate in ex- 
haustion. Hallucinations are frequent, fleet- 

¢ and often terrifying in nature. They 
usually involve the auditory and visual 
spheres. The mood is changeable, occasion- 
ally being happy but more frequently reveal- 
ing a marked anxiety accompanied by hypo- 
chondriacal complaints. Delusions when 
present are transient and persecutory and 
self-condemnatory in nature. Speech is fre- 
quently slurred, mumbled and incoherent, 
often shifting from mutism to marked flight 
with rambling. The entire course of the 
illness may shift rapidly from states of over- 
activity with aggressiveness, crying, laugh- 
ing, singing, dancing and swearing to states 
of lethargy with incoherent muttering, self- 
condemnatory delusions, mutism, or even 
catatonia. Brief lucid periods may appear 
throughout the illness, passing abruptly into 
the psychosis. Accompanying neurological 
disturbances were reported by Bischoff(13), 
Marcus(20), Merklen(21), and Kleudgen 
(22). These not con- 
sistent. Marcus convulsions ; 
Merklen, myoclonus; Kleudgen, paralysis ; 
and Bischoff an amaurosis. The course in 
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this form of the illness is variable, most of 


the patients passing from a state of exhaus 
tion into a coma which terminates fatally 
(Keiss(16), Jacobson(18) ). 

after a stormy course tend to recover. 


Some patients 
In sucl 
cases, convalescence is very slow and some 
symptoms may persist for many months. 
Jolly(19) reported a case of acute uremia in 
which the kidney function returned to nor 
mal 2 weeks after the onset of the illness, 
but the mental symptoms persisted for over 
a month. In Marcus’(20) patient, memo 

weakness was still present Io months after 
the acute illness. 

Not infrequently this delirious form 
iremia 1s accompanied by features which are 
definitely schizoid in nature. 
toms will be under 
phrenic form of this disease. 


These symp 
discussed the schizo 
ophrenic Form (Grimshaw (23) 

Girimshaw reported a case of a 25-year-old 


ta 


who suffered from a chronic uremia. 
‘This patient showed marked catalepsy ass 

ciated with periods of catatonic excitement 
His limbs would remain for long periods in 
whatever position they were placed regard 
less how awkward. Negativism was present, 
the patient refusing to eat. Pinching and 
pricking of the hands and arms were unno- 
ticed. Even applications of an electric brush 
seemed to produce but slight effect on tl 

upper and lower limbs. On occasions the 
patient would arouse from his catatonia and 
mumble a few oaths. His conversation on 
such occasions was often obscene or very re 
ligious. The patient gradually became more 


debilitated and died. Terminally he had 
some oliguria. 
Frequently many of the schizophrenic 


symptoms appear to color the other clinical 
forms of uremia. These symptoms consist of 
negativism, catalepsy, grimacing, posturing, 
echolalia and bizarre auditory hallucinations. 
sischoff(13) felt that when these symptoms 
accompanied the psychosis they were not 
due entirely to the uremia but were chiefly 
the result of a “taint”? within the patient's 
make-up and that careful questioning would 
elicit the basic taint within the patient or the 
family background. 

4. Depressed Form (Cullerre(24) ). 

This form is characterized by a melan- 
cholia often associated with suicidal trends. 
There may occur only a simple depression 


CTS Mar. 
ted wit > f nersecutior lf 
ted \ ile t persecution, self- 
lemnation and apprehension. At times 
| m w extreme anxiety 
th 1 1 motor excitement and rapid 
tration. There may exist a fear 

( ra desire to run 
the two « eported by Cullerre. 
the cout f the illness was rapidly down- 


oth patients lapsing into coma prior to 


5. Man Scholz(25), Hagen 
6), Wilks(27) ) 
patients are markedly overactive, 
combative and destructive. They frequently 
vell or chatter continuously, oft- 
en in a boisterous voice hey may tear 
heir clothes or the be hes or may break 
{ Usually the sensorium is clear 
te of the psychomotor overactivity. 
( tly become feeding problems as 
too busy to eat. Fleeting hallucina- 
be present. At times the overac- 
y inte te brief peri- 
iS OL depression dur whi the patient 
IS § my and despondent. All the cases 
teri ted 2 of the 3 
( t \\ ere were associ- 
T ( ] ¢ ~ ¢ ( 
6. Paranoid T lin( 28) ). 
Hoesslin reported a « 16-year-old 
e with cl ¢c nephritis who suddenly 
veloped expansive ideas. [le believed that 
belonged to nobilit nd having 
h | These delusions of 
] lhe pati + 
ed S18 a | 
sm ( essed over his former ideas 
S Y AND CONCLUSIONS 
r. Uret nay result in irreversible dam- 
e £0 7 central nervous system. These 
tissue « may so disturb cerebral func- 
tion as to result in a host of personality dis- 
2. A case of uremic psychosis is reported 
occurri 7-year-old male who had a 
blood urea nit en of 243 mg. percent. 
3. Clinically a uremic psychosis may re- 
semble almost f the recognized varieties 
f the psychoses 
1. Certain fe es, when associated with 
any of the clinical forms of this illness, aid 
sreatly in the diagnosis. These consist of: 
a rather sudden onset; poor physical health 
of the patient; frequent remissions during 
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the course of the illness; associated neuro- 
logical findings; and a poor prognosis usu- 
ally with a lethal outcome. 

5. A review of the literature is attempted 
with a listing of the types of clinical pictures 
described by the various authors. 
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THE LIFE AND WORK OF KARL WILMANNS 
ERWIN STRAUS, M.D., Bartimore, Mp 


Word has reached us that in August 104 raepelin’ istants, stayed there throug} 
Karl Wilmanns died, 72 years of age. ! ll t t t | idemic career; ther 
the last years he lived at Wiesbaden, wher he became instructor, assistant professor, 
he had taken refuge after being forced | nd in 1918 full pre or. He succeeded 
the Nazis to leave the university and tl ‘issl, who had accepted a call from Kraepe- 
town of Heidelberg. A few weeks before hi lin to the “lorschut nstalt” in Munich. 
death he received a letter from the newly aj The most striking example of Wilmanns’ 
pointed rector of the university, asking | ndefatigable thoroughness is to be found in 
whether he was willing to return to [leidel his psvchiatric worl The problem he had 
berg and to assume for a while, in spite of his taken up as a staff 1 ber in Kraepelin’s 
years, the burden of his former positi Clinice—the psvel hologeyvy of hoboes—re- 
Although he was not able to accept this mained the chief theme throughout his life. 
offer, it brought him, in the midst of t into the last years of his scientific produc- 
German disaster, some belated personal sat tivity. In 1906 he published in a voluminous 
faction. He had foreseen the catastrophe tl monograph “Zur Psychopathologie des Land- 
Nazis would bring about; he had also for treichers,” the first results of his research. 
told it, even to those who did not like t In 1940. in two papers. the last ones as far 
hear it. But perhaps they did like it, for s I know. he wrote about “Morde im 
it provided them with the welcome oppo ’rodromalstadium der Schizophrenie,” and 
tunity to get rid of a man, whose ironical hout “‘Das Vagabundentum in Deutschland” 
criticism they had to fear. the vagrants in Get ). During that 

Wilmanns was born July 26, 1873, at 1 of 35 vears W continued to 
Durango in Mexico. In 1879 his fathe1 s fay c. His active in- 
a businessman, returned to Germany with — terest : r flagged; research and_publica- 
his family and settled at Bremen. This tions did not cease. New experiences were 


town lent Wilmanns definite co 
Throughout his life he remained a Nort! 
erner, contrasting strongly in dialect 


nN extended, 


gestures with his south German environ- Aq) hic ad 
a peculiar mixture of respect and disdai 
had some Bremish flavor. The “Hanseates”’ 
liked to emphasize their personal indepen- 2 renege 
dence, yet this independence was integrated 
into a proudly guarded tradition. 

Wilmanns’ education followed the typical countries where 
pattern, with one exception: he stayed “SP tS WS ess early and less 
through all the years of his academic stud- ‘““"S!Vely Wan i Western Europe and in the 
ies—in contrast with the German custon 
at one place, at Bonn. One may find in that Wert DUE CASES Of Feneral paresis Were rare. 
early period already the beginning of a con- ‘TS antiluetic therapy breeds m¢ talues. In 
servative attitude which became more and 19204 group of psychiatrists, dermatologists, 
more obvious later on. With a stubborn rologists, went to t urjatian Republic 
tenacity Wilmanns stuck to plans in which S. R.) where syphilis was endemic, 
he had early invested his personal interest. but where modern chemo-therapy was un- 
Just as he had remained at Bonn during known. His leading hypothesis was not con- 
all the time of his medical studies, Wil firmed. A thorough investigation revealed 
manns, who came to Heidelberg as one of that the number of metaluetic cases was 
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higher than the presupposition of Wilmanns’ 
syllogism had allowed for. 

“In his basic research on tramps Wilmanns 
had, compared with the majority of psy- 
chiatrists, one great advantage. While they, 
as a rule, had come to know hoboes only as 
inmates of jails and mental hospitals, Wil- 
manns studied them, like a modern camera- 
outside of confinement, under their 
own peculiar conditions of life, which, 
although not normal conditions, were natural 
to them. 


man, 


In the paper on “Das Vagabundentum in 
Deutschland” (1940), which contains many 
personal Wilmanns tells us, 
how in the Bremen State Hospital his at- 
called ‘‘to 
tramps,’ how Bonhoeffer’s investigations on 


confessions, 


tention was some interesting 
that subject increased his interest, and how 
{eidel- 
fascinated 
“The long conversations” he 
the inmates of the 
correction (Arbeitshaus) 
he opportunity to gain a deep 
insight in the life of the hoboes. 
of them used to visit me frequently. 


some ol 


finally during his own research at 
berg he became more and more 
by this topic. 
wrote in 
Kislau 


gave me t 


1940, “with 


house of 
Une 


the tramps made, so to speak, 
friendship with me. Others heard about it, 
so that beggars in increasing number came to 
convey to me the compliments of the others. 
I often received postcards from them with 
thanks and greetings. One among 
them, ‘‘a professional tramp” wrote on Wil- 
manns’ suggestion a thorough paper about 
vagrants, illiterate in style, but keen in ob- 
servation. There he described the different 
their names, their 
tricks o their 
hunting grounds, their relations to law and 
police, their conventions. This man in turn 
suggested to Wilmanns to participate in one 
of their “annual meetings” 


types with self-given 


special “making money,” 


which occurred 
at some small village in Franconia during 
he hop harvest. It was not very long until 
Wilmanns was recognized by one of his 
former patients; but he was allowed to 
stay on. In his paper Wilmanns goes on with 
a description of the convention, mixing it 
with statistics of the register of punishments 
of the participants. He sums up his ob- 
servations, half graciously, half ironically: 
“in short, it was a beautiful feast.” Wil- 


manns acquired even some knowledge of 
the peculiar idiom, the “Jenish,” spoken by 
the tramps. If every language gives an inter- 
pretation of the world, the ‘thieves’ Latin” 
gives its re-interpretation. The outcasts de- 
velop a vocabulary of their own, in which 
they give new names with a positive emo- 
tional evaluation to the very things and 
actions condemned and persecuted by the 
in-group. In studying the “Jenish” Wil- 
manns learned to meet the tramps on their 
own ground, to see the world through their 
spectacles, to tolerate their standards for a 
while. Here we may recall that Prince 
Henry enjoyed for some years Falstaff’s 
company ; but when Henry had become King, 
he banished the man “so surfeit-swell’d, so 
old, and so profane,” granting him a wise 
allowance for his maintenance, and promis- 
ing “advancement” in the case of “reform.” 
We would say today he put him on proba- 
tion, the outcome of which was clear to 
everybody. As, through Falstaff, Henry had 
gained insight into the problematic char- 
acter of all human institutions, so the more 
deliberately he took charge of the duties 
fate had assigned to him. There is nothing in 
\Vilmanns’ works indicating that King 
Henry’s decision would not have met with 
his full approval. 

In Wilmanns’ writings one does not find 
much of the solemnity of a state attorney 
or judge, nor of the zeal of geneticists, who 
persecute and stigmatize the degenerates ; 
but one would also search in vain for the 
sentimental gesture of understanding, ex- 
plaining and pardoning everything. Wil- 
manns saw the tramps as a variety of the 
human species, shaped by heredity and milieu. 
He would not have asked the author or 
stage director of the human comedy to cut 
out their part, but he clearly saw the sub- 
ordinate role they played in the whole drama. 
In his judgment Wilmanns firmly and un- 
ambiguously accepted the established con- 
ventions. He turned into a social 
reformer. 

We still have to consider Wilmanns’ work, 
detached from his personality. The goal of 
the first investigations was to study the 
relations between the natural disposition of 
the hoboes, inherited or acquired, and their 
life. Wilmanns started from 
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THE LIFE AND W 
the assumption that in many cases ment 
changes caused the instability. He tried 
show how “the psychosis had influenced thi 
development, growth, and final disaster” of 
the tramps. Convinced of the paramount rol 
schizophrenia played in these and _ simil 
cases, he took a special interest and active 
part in the clarification of the clinical pi 


ture of schizophrenic psychoses, their early 
symptoms and diagnosis. 

His broad knowledge of the initial stages, 
enabling him to recognize prodromal stages 
of schizophrenia, where others still refused 
to see a psychotic process, brought him, as 
expert, in frequent conflict with the courts, 
administrations, public opinion, and also with 
other experts. In a great number of cases 
his judgment was justified by the final 
outcome. As an expert Wilmanns_ spok 
and wrote with great passion. He was car 
ful to protect the insane against unjust pur 
ishment and useless legal procedures, wher¢ 
psychiatric treatment could, if not cure, at 
least improve the conditions to the benefit 
of both individual and socicty. 

Wilmanns did not assume that 
tramp was schizophrenic, but he 
vinced that in the great majority the other 
cases were conditioned by either feebl 
mindedness and_ other 
psychoses, apart from schizophrenia, mainlh 
by epilepsy and cyclothymy. Alcoholism was 
a result more than a cause. Wilmanns was 
well aware that his conclusions could not 
be generalized, that they were valid under 
the social, economic and political conditions 
of Germany at the time of his inquir 
From historical studies he knew how political 


every 


Was CO?n- 


deficiencies or 


events and social changes have influenced thi 
number and personality structure of vagrants 

From the nucleus of his early investig 
tions Wilmanns extended his research in 
the most consistent manner. He took up one 
problem after the other. In 1908 he wrote 
a monograph on prison psychoses, followed 
by a study of the history of the prison 
psychoses, with P. Nitsche as co-author. 
This book has also been published in an 
English translation (New York, 1912). The 
first World War, and the following stormy 
years interrupted the series of larger pub- 
lications. Wilmanns had to carry an enor- 
mous burden of administrative and practical 


KARL WILMAND Mar. 
d tion on a larger 

vith entitled “The 

aa shed Respot lity ( Die 
inderte Zurechnungsfaehig- 

k W discussed the 

lem which was in the focus of public 
had he planned to introduce 

concept of “diminished responsibility” 

the Penal Code. Wilmanns did not 
fax vatiot a broad discussion 
ll pros and cons he gave his reasons, 
Che theme of the book has lost its timeliness. 
but not the book itself. It is a model of 
ion, one central prob- 
em by followed ut ll its ramifications, 


connected 


Wilmanns name will remain 


1 
h another monograph, although not writ- 

en by him nder his editorship members 
ne s ( i¢ ¢ Cinic Wrote 
he v S | in Bumke’s 
Handbook of Psychiatry (1932). In the 
eface Wi ns fe ated the general 


nts of views accepted by himself and his 
laborators. “We do not take the symp- 
tom groups denoted as scl phrenia, for 
expres Cnriiry. 
We can compare our knowl dge of schizo- 
phrenia in its present stage with that of 
ral paresis at a time when certain physi- 
cal signs were et k It was clear 
) us ( reneral paresis comprised 
variety of diseases but we did not doubt 
hat the nucleus was entity. Similarly we 
he e that the 1 ( of all the cases we 
comprehend day under the title schizo- 
phrenia has to be is one essentially 
disease, 1 pite of the variety of 
developments and final states. We 
pl ia 1s an endogeneous 
organic or toxic, its origin un- 
kn e monograph was the result of 
St ¢ its writers are psychia- 
trists well known beyond the German frontier. 


[I mention only the names of Homburger, 


Maver-Gross, Bering Gruhle, Wetzel, 
Steiner, A. Strauss. The book is character- 
c of the sp tl Heidelberg Psy- 


hiatric Clinic under Wilmanns administra- 
up of scientists, inde- 
inion, free in their ex- 
common enthusiasm, 
but co- 
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the postencephalitic psychoses, the stud- 
s of mescalin and hashish intoxications are 
pical results. They bear the stamp of the 
Heidelberg school; accuracy in detail, broad 
i intimate knowledge of 
he literature, a of inquiry, 
ll of them qualities characteristic for Wil- 
anns’ own work and personality. He be- 
an epoch when in Germany the 


‘Jinical experience, 


wide hi 


ngs to 


power of the state and the freedom of the 
individual still balanced, when the 
psychiatrist was still considered the helper 
not the jailor of his patients, when there was 
still the and the eccentric, 
because there was a general appreciation of 
the limitations of all human beings, one group 
not yet claiming to be absolute, one man 
not claiming to be God. 
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THE SALMON MEMORIAL LECTURES, 1945 
THE Btotocy oF SCHIZOPHRENIA 


ROY G. HOSKINS, Pu. D., M.D. 


Research Associate, Harvard Medical S. | Boston; Director of Research of the Memorial 
Foundation for Neuro-Endocrine Rese: and of the W ter State Hospital 
These three lectures on schizophrenia, ment empathy is connected, too, with 
aimed at a biological appraisal of this dis the development of libido and sexuality. The 
ease, summarize a portion of 18 vears of r izophrenic psychosis represents the failure 
search conducted by the Worcester group of r distortion in the course of the evolution 
scientists under the direction of the lecturer ! his empathy, his sexuality. The 
Studies at the physiological level receive chief malintegration may be conceived at any level 
attention. The general over-all meanings of rom the atomic to the social. 
the studies and suggestions for further re In the second lecture, “The Pattern of 
search are emphasized. Schizophrenia,” the clinical manifestations of 
Schizophrenic distortions of personality the d e are then depicted. Vocational, 
are almost as varied as the manifestations ial and sexual failures were registered in 
of human nature itself. The approach to this the pre-psychotic histories of most of the 
problem must be directed to three goals: tients, so that they represented vulnerable 
the nature of man, the nature of the dis personalities. The lecturer describes at first 
torting forces, and the detailed picture of the objectives characteristic of the disease 
the distortions. nd then gives a detailed picture of what 
In the first lecture, “The Biology of Man psychosis means to the patient. A profound 
in Relation to Schizophrenia,” a general ense of personal failure conditions an in- 
review of the fundamental philosophical and — tolerable loss of self-respect and stimulates 
scientific concepts contributing to the un- ifferent types of reactions: phantasies and 
derstanding of man is presented in detail. dreams; delusional misinterpretation for 
In unfolding the panorama of our funda- “face-savine’”’: panic states Practically 
mental knowledge of different organization = yothine in this 4 :, ture can be found in other 
levels (electronic, atomic, molecular, and wre of exeation lower than On Ge 
the tevel of comsciousness) the paman level. normal childhood and dreams 
lecturer is dealing with the problems of col- 
plasm, animal structural patterns, reproduc- tailed 
tion, heredity, drives, instincts, conditioning, No 
symbolization, consciousness, affect, psycho- 
general ¢ rine tactors were 


analytical concepts, etc. Each level of or- 
structure and behavior which are not a 
simple collection of properties of constituent WNC" Mle oxygen 
elements. Fach level requires appropriate 
methods of research. The distortion of = a ee 
schizophrenic personality can be examined roid medication. The oxygen metabolism 1s 
at each level. Special emphasis is placed lefinitely disturbed (average basal metabo- 
on the disorder of empathy, which refers to lism rate is —12). This suggests a defec- 
co-identification in a social group, especially tive enzyme mechanism. Glutathione is used 
within the family. In addition to its social to excess in schizophrenic patients. They 
value, the individual benefits of empathy respond less than normally to dinitrophenol, 
should be stressed, particularly its tendency adrenin and insulin. There are distortions 


to drain individual emotivity. The develop- of Exton-Rose reactions to administered 
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sugar, tendencies to hypotension and a “r« ybot 
type” solidarity between variations of systolic 
and diastolic pressures as well as of oral and 
rectal temperatures. The arm-to-carotid cir- 
culation time is increased. There is a sug- 
sestion of organic changes in the vestibular 
apparatus. Fifty-five percent of patients are 
blood vitamins are 
below the normal level. There is sluggish- 


underweight. Several 
The urine output is twice 
that of the controls. In addition, the varia- 
bility of these and other physiological indices 
is significantly higher than in the controls. 
In conclusion, schizophrenia is marked by 


ness of colon. 
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numerous defects of adaptive efficiency, lead- 
ing to inadequate responses to stimuli. De- 
fective homeostasis may be one of the mani- 
festations of the immaturity of these patients, 
which is considered throughout the three 
lectures as one of the most outstanding fea- 
tures of the disease. 

These Salmon lectures were delivered by 
Dr. Hoskins at the New York Academy of 
Medicine, November 2, November g and 
November 16, 1945. They will appear 
shortly in a volume to be published by the 
W. W. Norton Company under the title, 
“The Biology of Schizophrenia.” 
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REPORTS OF COMMITTEES 


REPORT OF THE SPECIAL COMMITTEE OF THE AM rtain functi luding those of creat- 
CAN PSYCHIATRIC ASSOCIATION, HELD At provi r for popu- 
NETHERLAND-PLAZA HOoTEL, CINCINNATI, Out ; improy psychiatric educ 
OcTOBER 27-28, 1945 estal clinical standards in hospitals, clinics 

It will be helpful in the consideration of th 
report about to be given to review the history of | 
the committee offering the report from the 

Association in Philadelphia in May, 1944, a resolu 
tion was offered to the Council signed by a number 
of older members of the organization urging that 
an improved plan of cooperating with the medical 
departments of the Army and Navy be worked , \ssocia- 
out in order to enhance the usefulness of our As H 
ciation to the war effort. It was too late for the 
Council to take action on this resolution at that 

At the December, 1944, meeting of the Council 
this same idea was presented by several members *! —_ * accepted with 
of the Council and by invited guests, including expressed 
General William C. Menninger. The latter, in par s rejected by the 


ticular, urged that certain functions of the Asso 


C eCxpl 
tion be expanded so as to make provision for needs ! uS one and 
felt by the Army relating to psychiatric problems ee oe dain some full- 
during the war and in the postwar period. This ' stants or at certain €Xx- 
idea was taken up by several members of the Cour atcha aacicien peers 
cil and enthusiastically endorsed. A resolution was 7 GIG NO aa. arg the com- 
passed authorizing the President to appoint a com- it 1 no! the com- 
mittee to consider ways in which the structure of 9 ™U Eno! coir to obtain 
the organization might be altered to provide better re upon to a 
machinery for meeting the responsibilities of an extent (tota IAD PSeUae being 
expanded program. tatiol lvice 

Attached to this resolution was the specific sug yt num persons consulte whom were 
gestion that a medical director be selected. This | 
specific assignment caused the committee consider ry 
able embarrassment since, after long deliberation 
during which the committee had the benefit of the . As Toe 
counsel of the Executive Assistant, Mr. Austin ( St. Luke’s 
Davies, it was the conclusion of the committee that Hospital. New % € 
this would not be a feasible step. Geot Bugbee, ‘Execut Secretary, American 
On the other hand, the committee felt it to bé HH { \ tion, ( 
the import of their assignment to make proposals to \ \I hern, M. D., Director, American 
alter the structure of the organization so as to make Col Surgeons, ( 
it possible to provide greater realization of tl Maurice Norby, Res rector, Commissi 
ideals, purposes and objectives to which our A ital Care, ¢ 
ciation is dedicated, for the execution of which, ac- det rnold | h, Administrative As- 
cording to the present constitution, the President tant to Su | McIntire, and form- 
alone is responsible. The committee felt, however, uve tary, simerican 
that the proposed changes would necessarily invol\ ingtor 
changes in the constitution and thus were not ' sha economics ane 
At a special meeting of the Council held in Chi- 
cago on January 31, 1945, the committee made its ( basi 
report, stating the above conclusions and then mak- lohn R. Stone. Bus » Ain r The Mer- 
ing the following suggestions: Clinte 
The committee suggested that without altering William I. Benedict. M tive Secre- 
the present constitution it might be possible to en tarv, American A Ophthalmology 
ploy a number of full-time men to administer and ind Ot 
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The suggestions and counsel of these advisers were 


into consideration by the committee, as were 

in other data shortly to be mentioned. 
\dditional data which were considered by the 
nmittee were: (a) the private opinions offered 
tions by a number of mem- 
rs of the Association including the President; 
the responses from a small percentage of the 
mbership received to a mimeographed letter 
’ littee and sent to all members 

f the Association in April, 1 


O45. 


basis for the distribution of this letter was 

s follows: Prior to the meeting of the Council 
Chicago in January, 1945, there appear to have 

na number of rumors abroad to the effect that 

small group of di 1 mbers were under- 
x to initiate eorganization of the 

\ss tion. In iese the committee 


1 


larged and regretted 
he Council’s decision not to enlarge the committee. 
To counteract the misapprehensions of a small 

rity of the membership, to inform all members 
f the organization, and to overcome in some de- 
ree the lack of representativeness of the com- 
nittee, the letter mentioned was sent to all members 

il, 1945. This letter reviewed the history of 
e appointment of the committee and summarized 
discussion of the committee thus far ; mentioned 


ct that the committee did not concur that it 


vas feasible to appoint a medical director; sug- 
1 the possibility that a number of executive 


secretaries might be appointed to carry out certain 


ns: raised the question as to whether or not 

S eX sion was desirable and how it might 
financed; and ended by requesting that each 
ber of the iation write to the commit- 


with respect to certain 


Certain questions were formulated after conter- 
with a considerable number of members of the 


tion. These were as follows 
] vhat features ¢ he Association are 
t sonal dissat sfied? 
(1 spect stions have you for im- 
roving the Ass ition ? 
ly in favor an expanded program 
that wt weil st you something 
f reascd au 
1) | rect ft ul benefit would you hope 
f such an increase im your 
( ] t be inclined to favor re 1] 
hs 1 regional meetings within the 
ik ‘ation in order to facilitate program 
pres tions, personal contacts with of- 


({) Would you welcome a more frequent and 


chhective means of intercommunication 
through a fortnightly bulletin? 
To the dismay of the committee approximately 


92% of the membership of the Association made 
no reply to this letter. Since the data taken into 
consideration by tl 


ll UY 


1e committee included the replies 
from only approximately 8%, we would like to pre- 


COMMITTEES 695 


sent a general summary of this material with some 
specific examples of the replies received. 

Expressions of opinion were 1eceived from 244 
members of whom 42 were Canadians. There were 
128 letters from individual members and 3 letters 
in which the views of a total of 116 other members 
were expressed. One of these letters contained the 
view of 39 Canadian members; a second letter ex- 
pressed the views of 17 members in private practice 
in Baltimore; a third letter expressed the views of 
60 members of the Philadelphia Society. 

Of the 128 letters received from individual mem- 
bers, 28 were from members working in state hospi- 
tals, 43 from members in the private practice of 
psychiatry, 22 from members serving with the armed 
forces, 9 from members working in private mental 
hospitals, 12 from members working in veterans’ 
and Government hospitals, 5 from members work- 
ing in child guidance clinics, and 2 from members 
working in health departments. 

Concerning question (a) “With what features of 
ie Association are you personally most dissatis- 
fied?”, 76 out of 128 individual members definitely 
expressed dissatisfaction, 29 expressed no dissatis- 
faction, and 23 made no comment. The views of the 
116 members expressed in three letters for the most 
part showed no dissatisfaction with the status quo, 
while the majority of the individual letters favor a 
change. If individual and group opinions are com- 
bined, it would appear that they are equally divided. 

Concerning question (c), “Are you in favor of an 
expanded program assuming that it will cost you 
something in the way of increased dues?”, 87 out 
of 128 individuals favored expansion; and of this 
number, 81 favored increasing dues to accomplish 
this end; 22 were opposed to it, and 19 made no 
comment. In contrast to these views expressed in 
individual letters the opinions expressed in the group 
letters were in the main opposed to expanding and 
increasing dues. 

Concerning question (d), “What direct personal 
benefit would you hope for as a result of such an 
increase in your dues?”, practically all members 
who replied neither expected nor desired personal 
benefit but considered only the general good which 
might result. 

Concerning question (e), “Would you be inclined 
to favor regional groups and regional meetings 
the Association in order to facilitate pro- 
gram presentations, personal contact with officers, 
et cetera?”, and question (f), “Would you welcome 
a more frequent and effective means of intercom- 
munication through a fortnightly bulletin?”, the 
majority who replied were in favor of having both 
regional groups and meetings and having a fort- 
nightly bulletin or more frequent publication of the 
JOURNAL. 


5 
S, 


The following sample letters present typical re- 
plies on both sides of the various questions: 


“In the circular letter issued by the Special 
Committee on Reorganization, you ask for the 
comments of members of the APA upon six 
specific questions. 

“To those questions I comment to the effect 
that there are no features of the APA with which 
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I am dissatisfied. I am not in favor of an ex 
panded program but I do not object to any i1 
crease in the dues if the Association needs the 
money. I do not think any benefit would accru 
to me, and, to the majority of the members, as a 
result of the increase in dues. Perhaps some 
benefit might be had from regional groups and 
regional meetings. I do not think we have suf 
ficient worthwhile material to justify a t 
nightly bulletin. 

“In other words I do not want to see our Asso- 
ciation materially altered. I think it is a grand, 
fine, old respectable organization. I do not want 
to see it become a chest-thumping body.” 

* * 

“T am very much opposed to the proposals 
a full time medical director and several otl 
full-time officers involving a large increas 
annual fees. 

“Our Association has no hospitals or clinics 
or laboratories to direct and I see no purpos 
in a full-time director. Our office expenses i1 
New York are, I think, sufficiently heavy and 
can well perform all the secretarial duties that 
might be expected to devolve on such an off 
The President and Council and Committee Chair- 
men are all well qualified for the duties assigned 


to them and I do not think they should b 
prived of the responsibility for the development 


of our Association and of psychiatric though 
The American Psychiatric 


this continent. 


ciation should keep the concepts of dem 
clearly before it and certainly should not sur- 
render its democratic prerogatives in favor 


paid director who presumably would then do 


our thinking for us. 
* * 


“These changes are in the direction of mal 
the American Psychiatric a totalitarian ratl 
than a democratic institution and are along t 
lines followed in the totalitarian countries pt 
to the opening of the present conflict. 

“T am unalterably opposed to any increas 
centralization and I do not think any increas 
fees is justified at the present time. Most of tl 
members in Canada are in the Government s 
vice and our net salaries after the payment 
income tax are at their lowest ebb for mar 
years. The proposed increases of fees for tl 
Psychiatric Association would be a real | 
ship.” 

* 

“T have no hesitation in stating that | 
quite opposed to the proposed appointment « 
full-time Medical Director and other full-tir 
officers of the American Psychiatric Associ 
tion if such appointments are to result in great 
increased yearly dues for membership in the Ass 


ciation. 


e 


t 


} 


I would expect that if such a step 


taken, there will be very few Canadians continu 


their membership and I, for one, wo 


certainly resign.” 


“T can not see, personally, 


where 


changes are going to do anything except t 

vide jobs for several people and certainly a 
present time, with the shortage of both s¢ 
and junior men, I think it highly inadvi 


that any proposals of this 


considered.” 
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1946 | 
sentation or an adequate place in the organiza- 
tion. In the last year and a half rapid strides 
have occurred in the area of psychiatric rehabili- 
tation which is as yet unrepresented in the Ameri- 


( Psychiatric Association in spite of the fact 
that some efforts have been made to bring this 
to the attention of the Association. I doubt that 
the APA as it now stands, is truly representative 


of the broad range of psychiatric work and 
workers. There is no central point at which the 
member can make his own thinking and 

ing felt. This criticism also extends to the 
field of psychoanalysis which clearly needs better 
tegration with the general trends of American 


“Somehow the Society should work out a pro- 
[ coordinating the opinions of the 
membership. Even a stockholding company 
ts a written ballot for the election of 
‘ers. Some such plan would give a real op- 


portunity for every member to express his pref- 
erences. In addition, I feel that the younger 
members of the Society are far too little heard 
fr and the Society has been too long con- 
trolled and somewhat entrenched by a group of 


older, possibly more thoughtful—sometimes less 
active 
American 
Association assuming its rightful 
leadership. This seems obligatorily to include an 
1 r am at whatever cost to the 

1 be a very real help 
informed of plans, 
t should not be an 
the AMERICAN 
! -ve a specific func- 

assembling, correlating and distributing 
facts about the organization, its develop- 


utstanding projects in psychiatric 


n rt, I very much welcome a proposed re- 
vision in the function of the APA. It is a healthy 
ught the effective 
, for the younger members to have an ade- 
quate voice would be in the establishment of a 
. mparable to the Young Turks in 


such an expanded program would 
for full-time participation of one 


or mo luals of outstandi service and 
leaders Such 1 1 should work in 
close ass n - r large advisor} 


avoid centralization of influence. 


effect these ¢ inges | 


“I appreciate the opportunity to express my- 


self relative to tl Association. I wish I were 
better « -d to contribute something of real 
value afraid that my suggestions are 
largely opinions and prejudices, but I believe 
they are held | re members than myself 


li 
vant represented by a Director, or a 
group of Directors, who will lobby for me, who 
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will be articulate for me when I cannot be, who 
will visit me occasionally and help me when I need 
help. I want the work of the Association per- 
formed by committeemen who are interested in 
what they are doing, experienced and energetic. 
I want enough committees to cover all the work 
that is necessary. Liaison with medicine. I want 
this to be something real, not something we talk 
about as being necessary, but never get around 
to it. 

“I want to pay enough in dues to feel I am 
investing in something alive and active. I want a 
return on my investment. I want membership 
so selective that membership in itself is of value. 
I want to believe that the Association will pro- 
tect me as much as a trade union will protect one 
of its members; after all, I am in the institutional 
field and constantly aware of what this means. 

“T want to attend meetings where I can see 
and hear the best; where the young man can dis- 
play his talents, if any, but properly seasoned by 
mature judges; where the sound and the solid 
are presented instead of the fanciful and the 
spectacular, 

“IT am particularly interested in teaching. I 
want more papers on this subject, a more active 
committee, leadership and organization. I think 
there is too much confusion in psychiatry because 
there are too many small related societies—re- 
search, therapy and many other subdivisions be- 
ing represented. I would like to see this chaos 
cleared by the Association taking an active inter- 
est in and directing such work. The number of 
small psychological societies and journals suggest 
lack of organization in this field—but should the 
same be true in ours? 

“I think the Association should take the lead 
in all important psychiatric matters or else state 
its point of view. In certain fields, as rehabilita- 
tion of veterans and of alcoholics, there are 
numerous small groups futilely trying to work 
out big problems. The Association could be of 
tremendous value by drawing loose ends together 
and helping to organize and integrate the many 
small bodies into a few larger effective groups. 

“T don’t want the Association to grow in size 
at the expense of strength. I am not particularly 
keen about the meetings as they now are, at least 
certain aspects of them. I am not interested in 
the facts that so many hundreds of visitors are 
present, that the ladies will go on a hayride or a 
sleigh ride—the local Chamber of Commerce 
might be interested but I’m not. 

“IT don’t like all this commercial advertising. 
I know where to buy Camels, Coca Colas, books, 
window screens, x-ray machines, electroshock 
apparatus and the like—if I want them. 

“I don’t like so many sections running concur- 
rently. Some are a waste of time. In others, I 
am constantly being stepped on by spectators 
rushing off somewhere, I can’t hear because of 
the visiting going on in a corner of the room, 
I often cannot understand the speaker’s dialect. 
I’m tired of running all over a hotel looking for 
a non-existent room or waiting for permanently 
disabled elevators. I know where to find street 
fairs and railroad terminals and crowded depart- 
ment stores—if I want them. 

“IT don’t want local or regional meetings sub- 
stituted for a national meeting. Most regional 
meetings I have attended are social gatherings 
with second-rate, quasi-scientific programs. I 


: psychiatry. 
Psy chi- tot 
ong its De 
h pres- oft 
much 
atisfied 
ssocia- 
ie from 
work. 
| . 
| 
| Internal M 
obligatorily call 
s days committee of experienced psychiatrists in order to 
“To ould be in favor 
of any increase in annual dues necessary.’ 
“I want to be an active participant in the ac- 
tivities of an active society. I want it to be 
: strong, well-organized, scientific, agressive. I 
sie ve want the President to be a man to whom I can 
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1940 
don’t want a news bulletin or a bi-weekl indica ~ 
of some sort. Such a thing can hardly | ( lore tative lead to-earth 
enough to be of value—this isn’t Rotary, a1 member 
what's the JouRNAL for? son be 
“Again I wish to express my thanks f a v 
opportunity. I believe the Association could | lly | ion that in a 
of much greater help to the individual bu 
it could hardly be accomplished without t 1 tative of yen 
radical changes in make-up and policies. I w that we should d 
recommend an organization smaller in size, 1 methi! present or. leas 
scientific, closer to medicine, restricted in n ( { hefor i the alread most ci 
ship, with a more active and aggressive p topi 
than has been the case in the past. I trust t 1) s ring the Service I have becon f 
you will treat as confidential the remarks 1 a ton not 
I have made. Obviously, some of them are to thi sis eas 
out-of-line with general thinking.” 
* n lecentralizatior the present « jorit 
I received your committee’s report short iz govern! 
after returning from overseas and am pet “rey vention 
just over the deadline in answering it. H ould ‘the: conatiesed It is 
ever, I wanted time to reflect on your qu gr ms 
to discuss the situation with other men a ‘ 
I shall make this as informal as possibl 
“Dr. Bowman’s letter concerning the discussion 
on the deficiencies of leadership of the APA at iy ; ee 
the December meeting indicated that the dissat tration. 
isfaction that many of us feel is not limited le The 
Many, including myself, have considered resi papers 
ing in protest to the passive attitude of the APA 
towards problems connected with psychiatric 
tivities in the sciences. (My experience has 
entirely with the A.A.F. and it is to that bra Your tt I 1 that it was faced ie 
I refer.) { | 11 the one hand. it 
“Prior to your letter the only previous ¢ 1 the 1 ¢ of the ] t of the Association 
dence of interest was a demand that my dues | . Se ae 
paid promptly. In the flurry that this created | 
received a statement from our Mr. Davies that 
some committee had made a survey and had come : Pr O 
to the odd conclusion that we hadn’t even made OF 1t6 nment i It was handicapped 
a financial sacrifice in entering the Armed Se by the silet t 92% of the membership. (Mem- 
vices. This is the best example I can give both _ bers of tl ttee have been informed by quite 
of the lack of interest and the lack of considera- 1 number of the members of the Association tl 
tion demonstrated by the APA to its fellows wl they did not receive th uestionnaire sent out 
have entered the services. routinely by tl tral e of t APA. The 
“I have found it very difficult to convey tl ex 
sense of abandonment that so many of us feel iscus 
This is undoubtedly tied up with our total situa n tl 
tion and the repeated frustrations and humilia- ~ ge the g: 
tions to which we have been subjected through oF 
a lack of interest, consideration and understand herent interest in the alfairs of our /\ssociation. pea 
ing of our problems. The attitude of the APA Cherefore, your committ recommends _ that 
has given us a reality factor that will lead t | ‘ ed pend- i 
many repercussions. We feel that when the APA 1 further expr ; inion on t irt of 
took it upon itself to help recruit us it assumed emberchin It ‘ that pit 
the added responsibility to see that our efforts 
tained. What ever interest the APA may have Presented, stimulate disunity rather than unity. | 
had certainly never reached to our level. it must also be recognized that at present there 
“To answer your specific questions: (a) I am re wide gaps in understanding between groups 
most dissatisfied with the Jaissez-faire attitude of = Witin the “ ation, representing various inter- 
the APA towards the psychiatric situation in th ests and Kil ot psy tric activity. 
armed services. This was an opportunity for With that ul mmittee believes that Sy 
leadership that could have improved the status the nut before the Association, de- slo 
of psychiatry and prepared us for the problems whether to reor- 
of the postwar world. I am aware that ther ore 
are ‘committees’ supposedly interested in military late lons 
psychiatry, but from the point of view of the Tl 
group I have discussed the situation with, they as 
“(b) As a basis for a more effective action it Instead, we recommend that the next convention : 
would appear that a change in the internal or- { the Association be devoted to a serious, down- c 
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The | to-earth discussion of the practical problems our — be arranged under various sections. Sections might 
hier- members meet in their daily work ; that the conven- be organized according to various fields of interest; 
uate tion be divided into discussion groups small enough the following are merely suggestive: 


to be w rkable; and that there be no, or at least . ° gs 
‘ Section Topics 


in- 1 few, formal speeches and papers. In setting 
: Medi al edu ation Medical school curricula. 
discussion groups t Program Committee 1 ; 
( How should psychiatry be 
provide a way tor members to exchange ht? 


ead most concerned. There should be pre determined tegrated into other courses ? 
topics in which they have expressed an interest. Training standards in hos- 
“om The function of the discussion group leader would pitals approved for resi- 


vchi be not to pol tificate or expe rtize, but rather to dencies. 
us of encourage members of the group to put questions Graduate Schools and Train- 
id express ideas of their own. Inasmuch as a ing Centers. 
Psa y of the embership 1s on the stafts ot Welfare organizations, pub- 
governmental hospitals, the emphasis of the con- lic and private. 
n must be on their problems Cooperation with municipal, 


agencies, especially Vet- 
erans Administration. 


It is the hope of your committee that out of state and federal health 


membership may be National Health Bill 


State medical Examination questions. 
licensing boards. Coordination with APA 


The idea of dispensing with a formal program of Public education ..... What functions should we 
perform in this field? 

What should be our relation- 
ship to the National Com- 
mittee for Mental Hy- 


pers, and dividing the participants of the conven- 
into working groups is not new. Educational 
1 


me other professional groups 


seq it ¥ gratifying results viene ? 
[There are various techniques for setting up such 
i program. 1s a matter tor the Frogram Com- Retest 
: to consider. However, in order to explain oo 
I Training programs 
f our 1 n ndation w ill give < rie 
‘ , ecommendation we will give a Building plans 


ne briet elaboration Of this idea. Relations with governmental 


ed One simple plan is as follows: In order to find administrative bodies 
Mee ut how many groups should be set up and around Out-patient departments 
constellations of topics, a canvass of the Boarding homes 
‘ membership would need to be made in advance by Social service 
fering selections of topics and soliciting Commitment laws 
af ( l e1ecti if al SOHMCITING 
it Where and how shall we pro- 
l ones. Registration for the convention is “495 
vide for the aged ill: 
vanc¢ y mail and assignments to In our hospitals ? 
W be n in advance also, In adequate institutions: 
a thi sis of preferences licated. Leaders for In boarding homes: 
suf- groups would be assigned to particular topics 


nd each leader would have a separate room for We believe the problems of the institutional psy- 
ting of his group. He would remain in  chiatrists should have a major place on the pro- 
would hold more than one gram. Seventy to eighty percent of the APA mem- 
1 bership serves on the staffs of governmental hospi- 


nts in the first session woul 
> at the end of! it period d, according to tals. hese men serve at low Salaries, and 1n some 
assignment, move to other groups so that instances, under conditions of political control that 


am an opportunity then to take part cripple their effectiveness. Individually and as a 
ee | in discussions with an et tirely different group of group they carry responsibilities far beyond those 

a of most other psychiatrists. 
et even of the first day may be used by the Their discharged patients are not an alumni body 
leaders to report and discuss their which can lobby in the legislatures for their inter- 
; iences. Th y can also arrange for interchange ests, as the alumni of the state universities can. 
i significant data between groups during the next The legislators are under pressure from the tax- 
me ¢ | they should decide what payers to pare budgets. The state hospital staffs 
ese method is to be used for summation of the discus- know better than anyone else how much of their 
° ns and which decisions require action. energy and attention must be given to problems of 
: | t be concluded b economical administration, at the sacrifice of service 

or full day d g which various groups c to patients. 

reports to the entire assembly, and the necessary The road boosters and universities have their 
a business of the Association would be transacted. lobbies. Who will speak for the state hospitals? 
Groups « idering like topics should probably This is especially pertinent now when the surplus 
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funds of the states amount to a total of seve 


billion dollars. 

The importance of this problem must not be o1 
looked. The welfare of a half million psychiati 
patients depends on it. Other problems are of ver 
great importance and deserve thoughtful discu 


sion. Medical education, recruitment of superi 


students into our field, expansion of research, Vet 


erans Administration, standards for hospital 
clinics, and the National Health Bill, are only 
few of these. 


* * * * 


In asking the Council and Program Committee t 


consider this suggestion for our annual convention 


we have in mind the following as the usual put 
poses of a convention: 

To see friends working in the same field 
refresh the friendship. 

To exchange ideas with those same friends. 

To make new acquaintances and friends. 
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CORRESPONDENCE 


PINEL 


occasion of the bicentenary of the 
| ippe Pinel the Secretary sent on 
Bastille Day the following letter of greeting 
Association to René 
Moreau, Pinel’s successor at the Bicctre, 
ind to Professor Georges Guillain, of the 


| fesse 


In this year w ] irks tl two hundredth 
iversary of the birth of Philippe Pinel, and on 

S ( v h me s so much to France and to 

e world Phe A me Psych tric Assoc on 
S Is Ww mest frater greetings to vou nd to 
r Sta As the fall of the Bastille symbolized 


trations of Pinel inaugurate a new era in the medi- 
to mental disease and in the humane 
of the mentally 1 


herished in the United 


States, as in all other civilized nations. Our As- 


[he memory of Pinel is c 


sociation wishes for you and your Staff many years 


f continu 1 st ss in the spirit of Philippe Pinel. 
Sincerely and fraternally yours, 
(S WINFRED OVERHOLSER, M. D., 


Secretary-l reasurer. 


bis 

215 Boulevard St. Germain. 
R OVERHOLSE 
st received, after a long absence, your 


ise, therefore, my involuntary delay in 
eplying to it 
I was deeply touched by the cordial sentiments 
1 express to me as well as to ass ts at 
the Salpétriere, in the name of The ican Psy- 
chiatric Ass tiot commemora of the tw 
iredth anniversary of the birth of PI rm 
Pinel. Please convey for me to your colleagues 
assurances of our very ardent and very sincere 
gratitude. We know, in France, all that we ows 
to the American Nati for the liberation of our 
tt we know also how much American psy- 
t s contributed to the knowledge of mental 
sses and to their treatment, and we admire } 
vork. I e that the future, international colla- 
at witl Ir nt savants will go forward 
to the greater ¢ l of the neurological and 
psychiatric sciences 


BICENTENARY 


Accept, dear Doctor kindest 


regards. 


Overholser, my 


(Signed ) GEORGES GUILLAIN. 
PROFESSOR GEORGES GUILLAIN. 


DOCTEUR RENE MOREAU 
PROFESSEUR AGREGE A LA FACULTE DE MEDECINE 
MEDECIN DES HOPITAUX 


99, Rue de Courcelles 
Paris, 15 December 1945 
DEAR SIR AND Honorep COLLEAGUE: 

I received with emotion your letter of the 30th of 
November which brings to us the expression of 
gratitude and admiration of The American Psy- 
chiatric Association, on the occasion of the two 
hundredth anniversary of the birth of Pinel. He 
brought about, as you very well describe, a veritable 
revolution in the treatment of mental illnesses: by 
him all human compassion was employed in attenu- 

ing the misery and the distress of the mentally ill. 
He was the first to vitalize the French psychiatric 
school and for more than a century his benevolent 
influence made itseli felt, transmitted by Esquirol, 
Magnan, Chaslin, Léglar, Dupré. The psychiatric 
services of the Bicétre and the Salpetriere were 
benefited by their work and their instruction. 

Today those services are closed and psychiatric 
instruction is wholly concentrated at l’Asile Clini- 
que de Sainte Anne where the great traditions of 
French psychiatry are transmitted from generation 
to generation. 

One of the last incumbents of the chair of psy- 
chiatry of the Faculty of Medicine, Professor 
Henri Claude, died recently. By a touching stroke 
of fate, we learned at almost the same time of the 
death of his successor, Professor Lévy-Valensi. 
Deported to Germany in 1943, he died there after 
humiliation and torture: the successor of Pinel, 
a Frenchman of striking dignity, a veteran of 1914- 
1918, died the victim of a persecution and a madness 
that threatened to destroy the world: American aid 
intervened in time to spare the world the accom- 
plishment of that frightful destiny. 

Your expression of affection and of solicitude is 
thus doubly precious to us: it evokes a memory and 
brings in its wake hope for the men of this country 
who during four years have known sorrow of heart 
and constraint of soul and are eager to take up 
again in freedom the medical work that has been 
interrupted. 

Accept, dear sir and honored colleague, with all 
my thanks the expression of my feelings of pro- 
found sympathy. 


(Signed ) RENE MorEAv. 
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\TION saipetriere 
July 14, 1945. 
DEAR Doctor: 
the liberation of the human spirit, so did the minis- 
Translations of their replies follow: 
Paris, September 19, 1945. 
Dear Doct 
I have ju 
very kind letter of the 14th of July 1945 and I beg 
| 
| 


DR. C. G. JUNG AND N 


In the last number of the JouRNAL ap 
peared a letter Dr. Gotthard Booth 
pointing out misconstructions and mistrans- 


trom 


mm) 1) 
11] ( 


lations of utterances of Dr. Jung, 
munication from Dr. S. S. Feldman printed 


SOCIALISM 
don t } In t th 
irticle is nothing 
he Freudian attempt to dis- 


discrediting 


in the September 1945 issue of the JouRNAI d Nazism, 
Since publication of Dr. Booth’s letter two lectures on 
others have been received, one from Dr. (na? it Yale Univer 
Gerhard Adler of London, and one from Dr 
Ernest Harms, editor of The Nervous Child } behold t mazing spectacle of states 
and of the Journal of Child Psychiatry, both neocracy, that is, 
calling attention to inaccuracies in Dr. Feld it 
mans statements. that the lerworld-—not to say 
Dr. Adler, “one of the oldest personal I—w1 vere r less success- 
pupils of Professor Jung and a member of : in a gigantic 
the executive committee of the Society of ; 
> t very ind i State prison deve id 
Analytical Psychologists in Great Britain, aad 
himself a Jewish refugee from Germany " 
xpresses indebtedness for hel Adler continues 
expresses indebtedness to Jung tor help ex- 
tended to him and other Jews. He says: Phe these statements with the 
te! t lished shortly 
It certainly seems rather absurd to accuse 
of antisemitism or sympathy with National S 
ism when so many of his pupils have been Jews; 4;,, 
and none of them has ever found the slightest 1 ni 
son to accuse Jung of antisemitism or of being a for, rm 
Nazi. 
Dr. Ernest Harms, a pupil Jung since 
Dr. Adler points out the egregious mis- with 
‘6 99° } dl l nas ( ont 
translation—‘“‘admiration” instead of the cor- 
‘ Su supplies cts concerning 
rect rendering, “amazement,” already re- the reorganization of the Zentralblatt fiir 
ferred to in Dr. Booth’s letter. 
wl Dr. Feldman had 
On Dr. Feldman’s version of a passage in peferred 
the Jung article: “The Jew ... . has never sean 
had, and never will have, his own culture.” edominantly 
( ivr .retschmer its cover there 
= ] + Kret hmer Formal ditare 
Whereas Jung says ‘and, as far as we can see, ; - | editors; the real 
° ‘V7 t weve! was yr r 
never will have his own cultural form (‘Kultur- 
form’).’ Dr. Feldman seems unable to grasp tl 
‘ ’ ‘ of the nternational group of psvchot 
difference between ‘culture’ and ‘cultural form ape Neck t 
‘le ’ Kl V1 I 1] 1erztil ( schatt 
(‘Kultur’ and ‘Kulturform’) and so he prefers to. ; Ischaft 
mistranslate it (although Jung mentions on the oy m came 
previous page of his article the fact of the ‘twice 1 to 
as old culture’ of the Jew). It must be evident i ' = he urnal, but 
to everybody that the Jew in fact has not created Gesell- 
his own cultural form (if one does not want to agen : found 
regard the ‘Ghetto’ as such), just as little as the help, if the 
. } ) ) t 
Swiss, although they possess culture, have created ked point Dr. 
a cultural form. wa a ed, who betore had ad no connec 
t itt really not 
l‘urther on in his letter Dr. Adler says: : ' 1 to take over, if a 
7 1 nternationa organization could be created 
I am afraid that the space which Dr. Feldman’s he Ueberstaatliche All ( Aerztliche Gesell 
misquotations forced me to occupy makes it im haft led ' n of the in- 
vossible to go into the more fundamental question dividual 
| V1 al | Wil wa which 
of Jewish psychology and Jung’s interpretation of © was permissible under the new Nazi rule. June 
it. Naturally one can hold different opinions from — consented to be the first president. He did all this 
Jung’s with regard to this problem—but they have in order ) presel internat il cooperation and 


702 
[ Mar, | 1946] 
N \ ONAI 
| N 

to ass 
| | tied di 
usse develoy 

feam 

l 

| | ev | 

le 
In the 
tributi 

Jew-b 
explai 
Sigmt 
cours¢ 
4 wie 
tion 
uttera 


azism, 
res on 


niver- 


States 
that is, 
ression 
cult to 


with 
‘ning 
fiir 


had 


antly 
there 
and 
real 
rthur 
regan 
chaft 
came 
sign. 

but 
se]]- 
the 

Dr. 


and 


1946 


CORRESPONDENCE 


7093 


to assist those amongst his colleagues who were 
However, as the entire 


tied down in Germany. 
good will 


development progressed, even Jung's 
slackened. We see him retire more and 
from the Zentralblatt, which after the first year 
1935) was forced to add the name of the German 
in psychiatry, Dr. Goering, to that of Jung. 
volumes aiter 1935 we find no more con- 


more 


le ider 


In the 
tributions or communications of any kind by Dr. 
S. S. Feldman wants to represent Jung as a 
Jew-baiter. It would take a long article to 
explain the real facts of the relationship between 
Jung, which have, of 
have been 


Sigmund Freud and C. G. 
course, not been the happiest. We 
flooded in an almost oppressive way with informa- 
ion on the part of Freudians using the unkind 
utterances of Freud regarding Jung. S. S. Feld- 


man tries to make use of this to demonstrate how 


badly Jung behaved towards Freud who had se- 
lected him as his successor. 

Dr. Harms then refers to the address of 
Jung at the founders’ meeting of the new 
International Psychotherapeutic Society in 
May, 1934, in which he paid tribute to the 
work of Freud at the cost of being furiously 
berated by the Nazi press. Dr. Harms com- 
ments: “I have hardly ever witnessed a more 
noble and courageous gesture on the part of 
one scientist towards another.” 

He draws attention to the fact that besides 
Pierre Janet, Jung was the only psychiatrist 
who received an honorary degree on the 
occasion of the Harvard Tercentenary cele- 
bration in 1936. 
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COMMENT 


NEUROSES A? 


one might 


In the words of the old riddle, 
ask: “When is a psychosis not a psychosis ?” 
And the answers would be as variable as the 
definitions of the word psychosis. The 
trouble is that most psychiatrists do not even 
bother to define the word before using it, 
taking it for granted that everybody knows 
what it means; but the word is so ambiguous 
that it really means very little. At first the 
term was used to get away from the term 
“insanity,” which had a legal implication. 
There was much to be said for the nomen- 
clature which put all mental disorders under 
the heading “psychosis” and divided them 
into “major” and “minor.” But this had 
only a brief popularity. Recently the custom 
has been to call the major disorders 
choses” and the minor ones “neuroses.” If 
a list of the principal diagnostic entities dealt 
with by psychiatrists were to be made, start- 
ing with the generally less severe disorders 
and proceeding te the more incapacitating, 
the first ten headings could be: 


“Dsy- 


1. Nervousness and psychosomatic reactions 
thereto. 

. Anxiety state. 

. Reactive depression. 

. Hysteria. 

. Obessive-compulsive reaction. 

. Anorexia nervosa. 

. Hypochondriasis. 

. Alcoholism and other addictions. 

9. Perversion. 

10. Psychopathic personality. 


bd 


CON] 


From here the list would go on to schizo- 
phrenia, manic-depressive, senile psychoses, 
etc. Most psychiatrists would agree that the 
first five headings were “neuroses,” 
the next five there would be some disagree- 
ment. From there on down the list, there 
would be fairly general agreement that one 
was naming “psychoses.” 

There is, therefore, some basis for the use 
of the words “neuroses” and “psychoses” 
and this basis is common usage. [But for 
scientific speech one needs more than that. 
Is there any acceptable generalization that 
differentiates the two terms? That is to say, 
any generalization based on scientific fact? 


about 
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5) usly the diy of the two by call- 
ng the neuroses “functional” is out of date. 
\ny modern pathologist knows that there 

! y structural changes that cannot be 
with the micrt cop and all physiologists 
now that there can be no functional per- 
rmance without structural change in the 
ues involved lo make a division of 
rvous disorders into two great classes, 
organic and I ( l the basis of 
whether or not a lesion is visible to the 
pathologist, 1s too naive to stand in scientific 


Another general basis 
trom 


for separating neu- 
psychoses is that of psycho- 

are 
1 1 ] 


caused by psychological maladjustments, 1. e., 


cenesis. It is said that the neuroses 


troubles in interpersonal relations, sexual, 
social, economic, etc. On the other hand the 
psychoses are said to be “not purely psycho- 


there is 


enic.” For this latter statement 
plenty of evidence, for example, the heredi- 


‘y factors in some ps} ses and the cere- 
bral lesions accompanying others. But there 
is no good evidence for the statement that 
neuroses are “purely psi chological.”’ Most 
psychiatrists agree that neuroses have impor- 


g and that psycho- 
ipy usually is the best treatment, but that 


does not prove that the disorders are purely 
psychogenic. Good psychotherapy helps al- 
most any sick person, whether he has cystitis, 
pneumonia or paralysis agitans! Moreover, 
he man who did most to elucidate the psy- 
chological mechanisms of the neuroses, 
Sigmund Freud, believed that in neurosis 


there were hereditary and chemical factors, 
the 
It has been held that neuroses are “part 


as well as psychological. 


reactions’ as opposed to psychoses that are 


“whole reactions. Chis, however, seems to 
offer no really clear-cut distinction. Granted, 


a depression is an overwhelming reac- 
tion that seems to affect the total personality, 
yet people in mild depressions (of undoubted 
ic-depressive reaction type) can carry on 


On the other hand 


manic 
their affairs for months. 
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some patients are economically incapacitated 
by phobias or hysterical reactions. In short 
the “part” or ‘‘whole” distinction, though 
true broadly speaking, is a differentiation 
based on degree of incapacity, on the experi- 
ence that most psychoses lead to hospitaliza- 
and most do not. But the 
rganism is a unit and a disease of any part 
atfects the total function. 

What the argument seems to boil down to 
finally is the following: 
psychiatry lies in a group of disorders with 
predominantly psychological symptomatol- 
ogy. Those that are mild and can be treated 
in the home and office are usually called 
“neuroses” and that severe and 
lead to commitment are usually called “psy- 
This is not a medical, it is an 
administrative distinction. It has no scien- 
tific value and it leads to many misconcep- 
tions. For example, one frequently hears of 


tion neuroses 


The province of 


those are 


1 
choses. 


a “neurotic” patient, with anxiety and hypo- 
chondriasis, “becoming schizophrenic” and 
being sent to a mental hospital. Likewise 
one often sees patients who have “neurotic 
fatigability and asthenia” becoming depressed 
and suicidal. In all probability one sort of 
psychiatric reaction does not change into 
another. It is much more likely that incipient 
schizophrenia and the mild depression were 
wrongly diagnosed. Who has not made such 
mistakes in diagnosis? The fact is that at 
present there is no accurate means of early 
in 


differentiation mild cases. 


TRAINING IN 
A WorpbD FROM 


Dr. R. A. Chittick, Superintendent of the 
Vermont State Hospital, has called my at- 
tention to the fact that in my last President’s 
Letter discussing training in psychiatry, I 
made no mention of the state hospitals, al- 
though I had suggested that men who could 
not obtain suitable residencies might secure 
training in neurology while awaiting an 
approved residency in psychiatry. I am 
pleased that he called my attention to this 
omission and would like to emphasize that 
there are many positions available in state 
hospitals throughout the country where 
doctors can secure further experience in 


One is brought back to the realization 
that psychiatry is still largely a descriptive 
and clinical science. Little about etiology is 
known. When it is known one can make a 
logical classification that will be of real help 
in therapy. In the meantime our diagnosis 
must be descriptive and tentative. Especially 
to be avoided are unjustifiable generaliza- 
tions that lead to such unscientific dichot- 
omies as “neurosis vs. psychosis,” “func- 
tional vs. organic,” or “psychic vs. somatic.” 

There is no doubt that most of us will go 
on using the terms neurosis and psychosis. 
They are convenient to designate large 
groups of patients—those that a psychiatrist 
sees in the office as opposed to those com- 
mitted to a mental hospital. There is no 
harm in using the terms administratively 
unless we fool ourselves into believing that 
they have etiological meaning. 

When a patient has to be committed 
one may say “he became psychotic” on 
such and such a day. Nothing is more 
certain than that the patient had been sick a 
long time before he “became psychotic” and 
that all that long time he was suffering from 
the same disease. What is meant by “he be- 
came psychotic” is that society became 
alarmed at his behavior and insisted on his 
being hospitalized. Once more it is obvious 
that the distinction is legal, not medical or 
scientific. 


S. 


PSYCHIATRY 


THE PRESIDENT 


psychiatry even if they are not approved as 
training centers. 

It should also be pointed out that two 
years work in psychiatry in such a state 
hospital can be counted toward two of the 
five years of required training even if the 
state hospital is not approved for training. 
It would seem then that many doctors who 
wish to go on into psychiatry might secure 
temporary appointments in state hospitals 
while waiting for an appointment in a hospi- 
tal that is approved for resident training. 

M. BowMANn. 
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The official endorsement by The Ameri 
Psychiatric Association of the policies bei 
followed by the Veterans’ Administrati 
under the leadership of General Omar Bra 
ley, merits the attention and active supp 
of every psychiatrist. To insure the best p: 
sible medical care for veterans, the profes 
sion must stand as a buffer between the Vet 
erans’ Administration, and political influences 
which may endanger the execution of their 
policies. 

In the question of whether the Veterans’ 
Administration is to be governed by the tl 
needs of veterans, or by political groups, th 
impracticality of the latter has been amply 
illustrated in former years. The many smal 
veterans’ hospitals, located in inaccessible 
places to which suitable medical and nursing 
personnel cannot be attached, and which are 
largely removed from the possibility of con- 
sultation with the most progressive medical 


centers, are mute evidence today of the folly hi 
of basing the provision of medical services any 


on references from chambers of commerce or 
and political pressure groups. 
The new policy being followed by General et 


Bradley and his Surgeon-General, 
General Paul R. Hawley, of giving first co1 

sideration to the veterans’ medical needs is, 
of course, as it should be. 
interested in fostering the finest medical ser 


vice, we should herald with great enthusiasm for 
the setting up of deans’ committees in centers rai 


to provide consultative service to the vet- 


erans’ hospitals; the new salary scales which — in 
are designed to attract the best full-time hi 


physicians, as well as consultants; the de 
velopment and improvement of out-patient tl 
service ; and praises be, we should most cer- 


tainly applaud the change that attaches the 


SYMPOSIUM ON RELATIONS 


In 1943 this JOURNAL participated in a were 


‘ 


national symposium dealing with “Scientific 
Proof and Relations of Law and Medicine,’ 


the two professions. The symposium con- 
sisted of a series of studies of subjects hav- fi 


ing both medical and legal aspects, and which _ th 


Major 


As medical men wil 


pital’ instead of “facility” to vet- 


It is our shining hope 
tian the change in 
e will be ti ppointment of medical 


“managers,” 


nge which is stronely advocated by 

jor Get | Hawley 
General Bradl ral Hawley have 
( e with TI \merican 

in effecting plans to 

e { | ( t have con- 
| with the outstanding psychiatrists in 
country in appointing Captain Daniel 

1 of neuropsychiatric work in 

e Vet \di ion. All of the As- 


ciation S spt cihe recommendations to im- 


ve care of psychia patients have 
( ily | ced by General Brad- 

i Ha ( 
eems obvious that the Vete rans’ Ad- 
inistrati is headed toward a practical, 
gh-type of medical service program, and 
t e can do to them cooperation 
SU] est s of their reorganiza- 
lo much to keep political interfer- 
f lical 1 This is not the 
( cers ot ALSSOK tion. It is 

( ] p- 

Let us not sit idly by, allowing those men 
e | the best in 


the veterans to be attacked 


political or personal reasons, without 


voices in vigorous protest. [very 
ber who professes t tand for the best 
( ld means of doing 
o back the nit just as long as 
y continue their present policy of putting 
best edical care of the veteran above 
else 
C. C. BURLINGAME. 
LAW AND MEDICINI] 
published simultaneously in both law 


veneral 


ditor of the symposium was Hubert Winston 
the purpose of which was to promote closer = Smit! 
association and better understanding between lay 


itn, research associate o1 the faculties of 


\ i! it \ ird University. 
This year Dr. Smith, who is now pro- 
ssor of legal medicine and affiliated with 


= 


1d with the College of 
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Medicine at the University of Illinois, has 


arranged a second symposium of fifty or 
more studies prepared by legal and medical 


authorities on problems of joint interest to 
the two professions. 
published by the 
legal journals during 


These papers will be 
articipating medical and 
the spring and summer 

1940. 

A contribution in this series, “The Physi- 
cian and the Federal Narcotic Law,” by 
H. J. Anslinger, Commissioner of Narcotics, 
Washington, D. C., 
In 


Treasury Department, 


appears in this issue of the JOURNAL. 
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the next number will be published a further 
contribution to the symposium by Weihofen 
and Overholser on “Commitment of the 
Mentally 111.” 

Readers wishing to procure a master in- 
dex containing citations to the studies pub- 
lished in both the first and second series of 
“Scientific Proof and Relations of Law and 
Medicine” may do so by sending twenty 
cents in stamps to Professor Smith, College 
of Law, University of Illinois, Urbana, II. 
Copies so reserved will be mailed between 
May 15 and June I. 
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NEWS AND NOTES 


PENNSYLVANIA PSYCHIATRIC SOCIETY. 
At the seventh annual meeting which was 
held October 4, 1945, the following officers 
were elected for the year 1945-1940. 


OFFICERS 


Kenneth E. Appel, M.D., President. Philadelphi 


Charles H. Henninger, M.D., Presi- 
Philip Q. Roche, M.D., Secretary- 


Cou NCILLORS 

FOR ONE YEAR 
Frederick H. Allen, M.D........... Philadelphia 
Roy W.‘Goshorn;, Hollidaysburg 
George W. Smeltz, M.D... Pittsburgh 


FOR TWO YEARS 


LeRoy M. A. Maeder, M.D........ Philadelphia 
Thomas A. Rutherford, M.D....... Waymart 


Cornelius C. Wholey, M.D......... Pittsburgh 
AUDITORS 


FOR ONE YEAR 


Robert S. Bookhammer, M.D...... Philadelphia 


FOR TWO YEARS 


Marry F. Hoffman, M.D. Allentown 


FOR THRE! 


Ropert J.. Phitet, W oodville 


ScIENCE FoR DemMocraAcy.—‘If we are to 
have a national science program, we need a 
balanced all-science program, with the pri- 
macy lodged where it belongs, in the social 
sciences. If science is to make real sense in 
relation to human life, the natural and the 
social sciences must reinforce each other in 
a genuine partnership, for the natural 
sciences can function fully only as society is 
effectively organized. And both would be 
the gainers, in this partnership, for the 
natural sciences need to be humanized, the 
social sciences to improve their technical 
rigor. 

“In any national science program worthy 
of the name, the social sciences must be 
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lanted at the core of scient effort, and 
especially at the core of government, which 
s tl laboratory test ground. They 
1 be planted the t start, not at 
hypot cal futur e time.’’—Ward 

Soil ( 


nvery ist. Depart- 
of Interior, Washington, D. C.. in 


| 1s. 

) E. BA rt ApPpoINTED Com- 
] h E. Barrett, since 
1943 suy tendent of the Eastern State 
Hospital Williamsburg, Va., was ap- 
pointed on January 146, Commissioner 
of Mental Heal Hospitals for the 
Commonwealth of \ succeeding the 
late Dr. Hugh C. Henry. A native of Ar- 
s, Dr. Barrett 1 in the state hos- 
pital of his home state from 1923 to 1928, 
then ering the M ( etts state service. 
He progressed rapidly, becoming Assistant 
Commissioner of Mental Diseases in 1934, 
d in 1937 was aq | Director of the 
Mi n State Hosy sion. When 
in 1939 the political climate of Michigan be- 
( eu lubrious, Dr. Barrett became asso- 
ted with the Virginia state service. There 
his abilities as a pr essive and resourceful 
ninistrator have | recognized, this 
recognition now culminating in his present 

pointme 
The JOURNAL extends congratulations to 
Dr. Barrett and. to the Commonwealth of 

y } 

\MERICAN SOCIETY FOR RESEARCH IN 
CIHOSOM Pro The annual 
eeting of the Society will be held at the 
lotel Pennsylvania, New York City, May 
1946. The morning session, May II, 
be devoted to “Contributions of Military 
\ledicine to Psychosomatic Medicine.” The 
I noon t pi will be ‘Psychosomatic As- 
of Orthopedic Practice At the annual 
e1 New \dva es 1n Psychosomatic 
tigative Illustrated 
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On May 12, submitted papers will be read. 
Rov G. Hoskins, M. D., is chairman of the 
orogram committee. 

Because of space limitation, reservations 
should made at 


meeting. 


be least 2 weeks prior to 
Registration fee for non-members 
s $5.00 for two days; $3.00 for one. The 
the Annual Dinner is $5.00. 


Limited hotel reservations are available. 


arge for 


HospitaAL OF BALTIMoRE.—An- 
nouncement has been made of the establish- 
ment of the Alfred Ullman Laboratory for 
Neuro-Psychiatric the 
Hospital of work in 
out under 
Rubinstein. 


SINAI 


Research at Sinai 

Baltimore. The 
will be carried 
jirection of Dr. H. S. 


the 


laborator\ the 


CALIFORNIA STATE HEAps Ap- 
POINTED.—Director of Institutions Dora 
Shaw Heffner has announced the appoint- 
ment of new superintendents for Stockton 
and Norwalk State hospitals. 


The new appointees are Dr. R. B. Toller 


at Stockton, succeeding Dr. Margaret H. 
Smyth, and Dr. M. J. Rowe at Norwalk, 


succeeding Dr. Edwin Wayte. The changes 
were effective as of March 1, 
1 

date Dr. 


1940, on whicl 
Smyth and Dr. Wayte were retired. 

REFRESHER COURSE IN PSYCHIATRY AND 
NEUROLOGY, BELLEVUE HOsPITAL. 
ning September 17, 1946, an 8 week full-time 
refresher course in psychiatry and neurology, 
will be given for physicians at the New York 
University College of Medicine, Bellevue 
Hospital Psychiatric Division, New York 
City. Instruction will be given by the staffs 
of the psychiatric and neurologic depart- 
ments of the medical college 


-Begin- 


with the assis- 
tance of staff members from other divisions 
of the medical school. The subjects covered 
will include clinical psychiatry, clinical neu- 
rology, functional and organic psychoses, 
psychoneuroses, psychopathology, therapy, 
psychosomatic problems, neuroanatomy, neu- 
rophysiology, neuropathology, X-ray diag- 
nosis, electroencephalography and other re- 
lated subjects. 

Registration is open to graduates of ap- 
proved grade A medical schools who have 
completed an approved internship in medi- 


cine. Preference will be given to applicants 


who have had previous approved psychiatric 
training, and to those who are preparing for 
examination of the American Board of Psy- 
chiatry and Neurology. 

Early application on an approved form 
for registration is recommended because of 
the limited enrollment which can be accom- 
modated. Tuition fee, $250.00. 

Additional information may be obtained 
from Dr. S. Bernard Wortis, Professor of 
Psychiatry, New York University College 
of Medicine, 477 First Avenue, New York 
City 16, N. Y. 


PLACEMENT Service.—In order 
to help the various agencies make contact 
with psychiatrists coming from the services, 
as well as others, a Psychiatric Personnel 
Placement Service has been organized by the 
Illinois Society for Mental Hygiene in its 
offices at 343 So. Dearborn Street, Chicago. 

A complete roster of opportunities for 
employment, education, and fellowships in 
Illinois will be set up for the convenience 
of the applicants. Gathering these data in 
one place makes it unnecessary for applicants 
to shop around to learn what opportunities 
are open. 

The program was started in response to 
many inquiries made by individuals and 
agencies regarding opportunities and_ per- 
sonnel. Inquiries may be addressed to Dr. 
Rudolph G. Novick at the Chicago office of 
the Society. 


Tue AMERICAN NEUROLOGICAL ASSOCIA- 
TION.—The 71st Annual Meeting of the 
American Neurological Association will be 
held June 26-28, 1946, in San Francisco, 
California, at the Fairmont Hotel. ( Reserva- 
tion cards will be sent to members later.) 

The scientific sessions will be held on 
Wednesday afternoon, June 26, at 2.30, and 
on Thursday and Friday morning and after- 
noon at g.00 and 2.30. There will be no sym- 
posium. The annual dinner will be held on 
Friday evening, June 28, at 7.00. 

The American Association of Neuropa- 
thologists will probably meet at the same 
headquarters on the morning of June 26. 

The President, Dr. Schaller, will arrange 
for the entertainment at the Bohemian Grove 


rt, and 
which 
They | 
not at | 
-Ward 
Jepart- 


=. 


over the week-end immediately following th 


meeting, of any members and their families 
who would like to have the opportunity for 


this 
points of 


unique Camping experience. Lrips 


Francisco will also be available. 


1 


Joss AND THE MaAn.—A publication by the 


National Committee for Mental Ilygiene 
termed a guide for employers, supervisors 


interviewers, counselors, foremen and shoy 


stewards in understanding and dealing with 


workers, civilians or veterans. This pamplilet 


is based on extensive clinical experi nee and 
upon consultation with many employers, per- 
sonnel directors and veterans’ coordinators. 
It deals with the readjustment of veterans 


to civilian living, placing men in the right 
kind of jobs and treating them helpfull) 
their work, practical techniques in industria 
interviewing and counseling, understandings 
service men who come back nervous, and 
steps towards better industrial mental health 
and human relations. The authors of 
publication are Luther E. Woodward, Ph.D., 
and Thomas A. C. Rennie, M. D. 


CLEVELAND WELFARE  FEDERATION.— 
“Mental Health for Everyone” was the gen- 
eral topic of four sessions at the fourth an- 
nual health and welfare institute of the Wel- 
fare Federation of Cleveland. 
included a definition of mental health in 
layman's language; what the war has taught 
us about mental health; mental health in the 
schools ; and what our legislators say. Other 
principal subjects were employment ; human 
aspects of the housing needs; and is the 
American family disintegrating ? 
five community organizations served as co- 
sponsors with the Welfare Federation. 


The topics 


Seventy- 


ANNUAL MEETING, NATIONAL ComMIT- 
TEE FOR MentaL Hyciene.—tThe thirty- 
sixth annual meeting of the National Com- 
mittee for Mental Hygiene was held at the 
Hotel Waldorf-Astoria, New York City, 
November I and 2, 1945, with more than 
1000 persons in attendance. 

At the opening session, with Dr. S. Ber- 
nard Wortis presiding, a symposium on 
“Prejudice” was presented. This was fol- 
lowed by the annual luncheon meeting at 


interest in the vicinity of San 


» oft th 
lent of the Na- 
\ mittee tor Mental Hy iene, pre- 
lical director of 


1 ¢ George 

il port. The 
uest speaker was General Omar N. Bradley. 
1 trator of Veterans Affairs. whose 

led “P ng the Health of 


published 


4 
of JAental 


t th eneral Bradley 

\ din Mental 

Was divided be- 

t\ ( in the field of 
) lings Rees 

Consultant it vchiatry in the 

\ with th k of brigadier: 

( 1 G ck Chisholm, 


1, Ottawa, 


\t the afternoon session several papers 
ed dealing with new technical de- 
in psychia | mental hygiene, 
1) Smith Medical 
of the J h Macy, Jr. Foundation, 

s chairman 
1) | ( Potter ¢ t New Jersey 
Department of Institutions and Agencies 
t] 1 session of the second 


y. Several papers were read dealing with 
‘Federal Mental ] Ly eiene Activities’. Dr. 
at the lun- 
cheon which followed at which Dr. Chisholm 
ind Mental Health” 

The Modern Hos- 
st essays on the 
Improving Hospital 


prizes for the three b 
'reatment of Psychiatric Patients” were pre- 
ented by Dr. Robert N. Felix. The first 
Lieutenant L. L. 
dical Corps, U.S.N.R.; the 
to Gerald Victor Haigh 
State Hospital; the third 
Eissler of Fort 


e, Ssoo, went to 
second prize, $250, 
ptain K. R. 


voted to contribu- 


tions on the general subject of the Modern 

! competition. The speakers were 
Dr. Daniel Blain, Dr. Nolan D. C. Lewis, 
Dr. Luther E. Woodward and Dr. Thomas 
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NortH CAROLINA APPOINTMENTS.—Dr. 
Louis Girardeau Beall, for the past several 
nths acting superintendent of the state 
spital at 
superintendent of that institution by the 
Hospit il Board. 

Dr. Robert 
appointed —— endent of the state hospi- 
talat Raleigh, after having 

onths as 


Morgantown, has been appointed 


Guy Blackwelder has been 


served for several 


WESTBROOK 


Hall, medical 


SANATORIUM.—Dr. J. K. 
Westbrook 
reports the 


superintendent 
Sanatorium, Richmond, bbe 
addition to his staff of Dr. Thomas Edgar 


ainter, after four years service in the medi- 
al Corps of the United States Army. 
NorwicH State Hos \l Dr. Riley 
H. Guthrie, previously first assistant physi- 
cian at St. [lizabeths Hospital and recently 
pointed superintendent of the Norwich 
Conn.) State Hospital, brings to that post 
1 rich and varied professional experience 
Formerly assistant to the commussioner 1n 
the Massachusetts Dey yartiment of Mental 
Disease, he also OE for several years as 
chief executive officer of the Boston Psycho- 
pathic Hospit il. Earlier as assist unt super- 
intendent of the Monson (Ma Hos- 
pital he heel done extensive gine work 
Nn epiley S\ 
In strengthening his staff at the Norwich 
State Hospital, Dr. Guthrie announces the 
tment of Dr. Emerick Friedman as 
il direct Dr. Friedman, a membet 
le s since 194 s lately returned to 
the hospital after three vears service in the 
\ il ( s of the United States Army 
Lac 1 t | \ir Force He was dis- 
charged 1 the Medical Corps with thi 
rank of 
Manuscripts INvITED FoR NORTON 
Mepicat Awarp.—The_ book publishing 
firm of W. W. Norton & Company announce 
that they are again inviting manuscripts for 
bmiss to | the Norton 


e Cl | for 


\ward S2,.s00 offered to encour- 
ag the writing Of DOOKS ON Medicine al 
the 1 cal profession for the layman. The 
1 = 
hrst suc Lward was made to | HE VOcTOR 


AND NOTES gil 


spring, which gave the doctor’s point of view 
Announcement will be made 
shortly of the winning book for 1946. Clos- 
ing date for submission of manuscripts this 
November 1, 1946, the winning 
manuscript to be published in 1947. All par- 
ticulars relating to requirements and terms 
may be had by addressing W. W. Norton & 
Company Inc., 70 Fifth Avenue, New York 


on his work. 


year is 


AWARDS FOR RESEARCH ON PROFESSIONAL 
PROBLEMS OF WoMEN.—I1 Lambda Theta, 
National Association for Women in Educa- 
tion, announces two awards of $400 each, 
to be or before August 15, 1946, 
for significant research studies in education. 
An unpublished study may be submitted on 
any aspect of the professional problems and 
contributions of women, either in education 

in some other ficld. Among others, studies 
v women’s status, professional training, re- 
sponsibilities and contributions to education 
and to both in this country and 
abroad, will be acceptable. 

Three copies of the final report of the com- 
pleted research study shall be submitted to 
the Committee on Studies and Awards by 
July 1, 1946. Iurther information may be 
obtained from Miss 
chairman of the Committee on Studies and 
Awards, U. S. Office of Education, Wash- 
ington, 25, D. C. 

Last year three awards of $300 each were 
granted to: Miss M. Gladys Scott for Survey 
and Professional Plans and 
I High School Girls and College 
Women; J. Williams for Lay Atti- 
tides Toward Women Physicians; and Mary 
Lichliter for Social Obligations and Restric- 
1 upon Women Teachers 


Dia 


granted On 


ciety, 


Bess Goodykoontz, 


niterests OT 


Josephine 


AMERICAN Group THERAPY ASSOCIATION 
CONFERENCE.—The third annual conference 
American Group Therapy 
in January 1946 at the Commodore 
Hotel, New York City. The general topic 
“Clinical Applications 

chotherapy. 

Papers were read dealing with treatment 
In ee and results in various types of psy- 
There were also three 
les to complete the program. 


Association 


ie conterence Was 


disc yrders. 
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i 


S. R. Slavson, president of the Associa 
tion, occupied the chair. ( 


RorscHACH Course, MIcHAEL REEs} 
HospitaL.—The division of neuropsychia-  vete: 
try, Michael Reese Hospital, announces its 
1946 course in the Rorschach test to be con 
ducted June 3-7, inclusive, by S. J. Beck, 
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rAL DisorpERS IN Later Lire. Edited by 
w J. Kaplan. (California: Stanford Uni- 
versity Press; London: Humphrey Milford: 
Oxford University Press, 1945.) 


Statistics indicate and indeed our own ordinary 
bservations leave no doubt of it, that the popula- 
ion is ageing. In Cicero’s time life expectancy 
for the average Roman was 23 years. When 
Shakespeare lived it was approximately 37 and 
with us it is approximately 65. The factors con- 
tributing to this startling change need not be 
mentioned now. They are of course important but 
their results are more important. There are far 
reaching implications in practically every aspect 
f life. 

What all this means for the practice of Medicine 
great interest to physicians. Not 
many years ago Pediatrics appeared as a Medicine 
specialty and its devotees have had considerable 
with the altered human picture. Almost 
suddenly physicians have come to realize that the 
average of the population is increasing, people are 
living longer and in this lengthened new 
medical problems are appearing. Those who now 
longer desire happiness, the opportunity to 

and freedom from suffering just as their 
forebears ten to twenty years younger did. It 
plainly evident that the relaxation of medical 
ffort that seemed to come when the patient passed 


the fifty or at most the sixty mark will no longer do. 


1e 


course of 


do 


span 


serve 


is 


Old age, its physiole psychology, biochemistry 


und pathology are the objects of new interest and 
investigation. A slowly increasing current of 
icles dealing with these things has made its 


appearance in medical literature. Several texts de- 
voted to the medical problems of the aged have 
been published. Through these media the members 
of the profession are being attracted to and inter- 
ested in these particular problems. 

Now there appears what the present reviewer 
believes to be the first text devoted entirely to the 
mental disorder of later life. It is of the nature 
of an expanded symposium. The Editor, Oscar 
Kaplan, himself a psychologist, has associated with 
him eleven physicians, four who are psychologists, 
physiologists or sociologists and one statistician. 
The result is a volume in which the subject is 
illuminated, one would say, from all relevant angles. 
Let no one assume that the book is simply a com- 
pilation of material already dealt with in books 
published previously. It is of course true, as every- 
one would anticipate, that some of the matter in- 
cluded could be found scattered here and there in 
other texts. Here whatever is repetition is gathered 
into one book and along with it is a great amount 
of new information. The present reviewer must 
admit that he was greatly surprised by such evi- 
dences of already reported investigation into the 
problems of later life as are here presented. 


BOOK REVIEWS 


While the various contributors may each be 
supposed to have his special interest, the viewpoints 
expressed are not narrowly specialized. They are 
broad and inclusive. The sociological and economic 
aspects are mentioned and dealt with, forming no 
small part of the general program. There is, in 
fact, a whole chapter devoted to the Sociological 
Aspects of Mental Disorder in later life. One 
cannot help agreeing that we need such cultural 
reorganization of family and economic institutions 
as will provide both physical and emotional security 
in the old age period and an educational process 
such as will mold personalities in such a way as 
to fit them for successful adjustment in a world 
likely to be vastly different from that known to 
either our fathers or ourselves. 

Dr. Bowman’s introduction puts the whole prob- 
lem well before the reader. His statements are 
on the whole general as indeed they should be. 
Dr. Pollock’s statistical survey which appropriately 
follows provides the detailed evidence that in so 
far as mental institutions are concerned there is 
no doubt of the increasing incidence of mental 
diserders in later life. This does not mean that a 
larger proportion of the people who reach later 
life are developing psychoses requiring institutional 
care but that a larger number of people are living 
long enough to enter what is obviously a vulner- 
able period. 

The surveys of physiological and psychological 
aspects of later life and the mental disorders that 
occur during it are particularly interesting. The 
amount of available data is surprisingly large but 
the fact that it has been published in so many 
different journals, etc., makes the present reviews 
especially valuable. In so far as physiology is 
concerned the important fact seems to be that 
while homeostatic capacities are well maintained 
even in old age, reserve capacities are so persis- 
tently utilized that “extremes of physiological dis- 
placement” are met more slowly than in the young, 
The fundamental difficulty may be supposed to be 
due to “interference with transference of essential 
substance to the cell or inadequacies in the enzyme 
system.” 

The psychological aspects of the problem receive 
satisfying treatment—no facet that is of impor- 
tance or interest having been overlooked. Here 
again one notes the evidences of the many investi- 
gations that have already been made. 

Disorders of nutrition are evident enough in 
later life. Not all result in mental abnormality 
but there are acute and subacute confusional states 
in old age that do not correspond clinically with 
those recognizably due to cerebral arteriosclerosis 
and senile dementia. Since many such cases are 
reversible Wexberg and later in the book Robin- 
son postulate toxic or deficiency states as ulti- 
mately responsible. Such cases warrant consider- 
ably closer study than they have heretofore received. 
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A very important chapter deals with the neuri ler Ladd, did t tudies for the 
of late maturity. Such conditions are in realit { nt f the material) 
much more commonly met with than deterioratiy } 1 tl e by dis- 
psychoses and yet little mention is made of t first 1 emotional 
in psychiatric texts and all too often there , placi reat emphasis on 
tendency to consider them as “signs of 11 bl ip, and maturity 
decay” and to adopt a fatalistic attitude to 1 t somewhat 
them. The author of the chapter is at mucl d_ ideal- 
to correct this tendency and the reader is rew { sages. It 
with a really fine contribution. t tic readi1 ng one the happy 

The involutional states with and without ( tion, a closely 
choses, the presenile dementias and senile and t, mat Ity 1 vel flexible setting 
arteriosclerotic states, especially the latter, « 191 t eT h experience 
well presented. 

An account of a survey of long hospitalized pa | nd } ' a ay ae ted to ex- 
tients is unique and interesting, and conclusio1 lent tol hist Ke srisau: 
reached that with no question of restorat { re the stor of & cute 
mind, much can be done to further the adjustt t { t hers’ point of view. 
of such patients to their hospital existence. Ih rv tl Rorschach teste 
dividual appraisal and care yields improved results tri , t essentially the 
here as elsewhere in psychiatry. The editor | organizing 
self deals with the aged subnormal. The elderly, izi rs’ observat f the seuss 
facing an even increased need for emoti id chan- 
justment, develop as others do the somatic 
berations of conflict, anxiety and insecurity; but 
there are special opportunities for the devel | 
of emotional reactions in the physical disabilities 
and deficiency associated with and incident to tl Tae 
process of ageing. Such things as the general d 
cline in speed and endurance, the climacteric, mal 
or female, the disturbances in the circulatory s Alth 
tem, especially as it affects the myocardium and , 
cerebrum, the diminishing efficiency of the audit hock worth perusal. 
apparatus, all contribute special items to and i 1] 
fluences in the psychosomatic ailments of t 
in later life. Brief but well selected case histories 
greatly assist the author of this particular sect tn 

The chapters on Psychotherapy and Mental H 
giene are not mere restatements of the rather \ Ly 1 ‘ Vee 
shopworn dicta and shibboleths often found i H 
books. They are honest attempts to be sp 
and helpful in the problems under attention. va ene 

In addition to being a very good delineati 
the mental disorders of later life, their genesis, a 
phenomena and treatment, the book continual Peabod Archa 
draws attention to the problems posed by the i1 1 Ft na ‘versity, Vol. 
creasing proportion of elderly people in the social XII, N 14 
life of the world. Only when we know more of 
the biology, pathology and sociology of ageing mat Dr. Kluckhoht heraft is a wel- 
kind shall we be able to claim some knowledge of ! uddit ire concerning 
the full capacities of man. uit | 1 pract \ specialist's manual 

Bibliographies, some fine reproductions of his h tivit I t N ho, this mono- 
tological changes in senility and cerebral art: . I psy- 
sclerosis and a good index complete a book that is trists well as etl 
timely and will be of interest and value to all ivided int thr secti this volume 1s 
physicians. we l heavily in the dit f methodology. 

\.T.M. raft 

= 1 vtic point 

f view, Kluckhohn attempts to avoid the over- 

EMOTIONAL Factors IN LEARNING. By Lois Mur- Sons which 1 disturbed 
phy and Henry Ladd. (New York: Columbia 

This is a book written apparently for teachers 4 enables the 
to put over, or expand, the idea that good teaching reader f $01 nsignt into the difhculties of 
can be therapeutic. Mrs. Murphy (her collaborator field work in “forbidder ial j 
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formal 
urdsticks for further comparative study. 
In Part II Kluckhohn turns to interpretation 
these data. In his own words: “We have seen 
Now—what do they mean? 
in science, consists primarily in showing 
hat one fact bears not a haphazard but a determi- 
» to another fact or set of 
{re there any uniform modes of relationship be- 
data bearing on Navaho witchcraft and 
data on Navaho history; between witchcraft 
fs and practices and Navaho social organiza- 
, Navaho economy, Navaho value systems ?” 
From Navaho history Kluckhohn finds that 


ire periods which witchcraft cl 


de scriptic ns provide 


hat the facts are. 
Meaning” 


facts. 


anges and/or 

ce flared dramatically. This knowledge ties 
with his discussion of anxiety and witchcraft. 
Probably the outstanding contribution which Nav- 
makes lies in Kluckhohn’s care- 


telhy 
bh raji 


se of some of the newer concepts in the 

e and personality” field. 
His discussion of mantfest and latent function, 
and beta press in connection with witchcraft 
tice serve well to implement his conclusions 
while analytic technique and emphasis on the 
lividual may reward us with interesting and 
evel valuable hypothe SiS, the at alysis of the de- 


pment of personality and the study of the press 


S he long run provide us 

th greater insight. 
The blind section of the monograph is a set of 
1] en appendices which seem well to docu- 
t the broad generalizations presented in Part II. 


All in all, this is a good piece of work. Designed 


discuss the particular manifestations of Navaho 

ctice in order to shed light on more general 

blems of techniques of adjustment, Kluckhohn 
. } heratatfar oc] 10 
succeeds in clarifying a heretofore rather clouded 


leaves the way open for considerable 
re work in this area. 

II, the “meat” of the monograph, is easy 
at times, exciting reading. Parts I and III 
lack the continuity necessary for nontechnical in- 


terest. I believe that Kluckhohn’s conclusions are 


V ible and make an interesting comparison to 
Fromm’s Escape from Freedom. “Free will,” “pre- 
destinatio1 and wit aft under this type of 
inalysis may have much more in common func- 
tionally than we have been eager to admit before. 


BIRDWHISTELL, M.A., 


Univ ersity of Toronto. 


Foster Home Care For MENTAL Patients. By 
Hester B. Crutcher. (New York: The Com- 
monwealth Fund, 1944.) 


This excellent 199 page book is an outstanding 
contribution to the care and treatment of the 
mentally ill. 

Chapter I “Family Care; Its Meaning and 
Values” discusses the advantages that may accrue 
to the patient when placed with foster families. 
“If family care had no values other than the satis- 
faction it gives to patients, it would have demon- 
strated its worth. It has given opportunities for 
growth and development in normal living to people 


long isolates and restrained because they have, for 
the most part, been dismissed or forgotten by a 
frightened or incensed public.” Likewise there are 
advantages to the hospital in that space is made 
available for the acutely ill and for those requiring 
specialized treatment. 

Administration costs and results of family care 
are set forth in Chapter II. The author stresses 
the importance of special legislation and the alloca- 
tion of special funding by the state authorities. The 
costs vary according to the amounts paid for board 
in different localities and social service supervision 
afforded. Data are presented to indicate that the 
total cost of family care is cheaper than hospital 
care. 

In Chapter III, it is shown that there are two 
eroups for whom family care may be desirable— 
the continuous treatment type of patient and those 
wherein family care is used as a treatment mea- 
sure to bring about expected permanent and total 
rehabilitation. This latter type is more expensive 
because of the necessity for social case work. 

Selection of patients and selection of homes are 
discussed in the next two chapters. The author 
indicates that no patient with tendencies toward 
assaultiveness or self-destruction can be considered 
for family care; rural districts or semi-industrial 
communities preferably accessible to the hospital 
offer the best location. Methods of selecting pa- 
tients for placement and the criteria for 
selection are set forth. 

In Chapter VI, “The Supervision of the Patient,” 
there is pointed out the significant role played by 
worker in foster home care of mental 
patients entailing as it does an interpretation of 
the project toa community, the selection and evalua- 
tion of suitable homes, the imparting to the “care- 
taker” of an understanding of the patient, a knowl- 
edge of the patient’s history before and during 
his hospital residence ; and careful supervision after 
placement to assist in his adjustment through an 
interpretation of behavior and the instilling of 
encouragement and assurance. 

Two methods of organizing family care—the 
Colony System and the District System—and the 
advantages of each are set forth in Chapter VII. 

One entire chapter is devoted to case histories; 
and this is followed by an outline of suggested 
forms and procedures. 

The Appendix describes programs and costs now 
effective in the United States. There also appears 
an extensive bibliography. 
contribution to psychiatry, covering the 
field as extensively and authoritatively as it does, 
should lead the way toward a new era in the care 
and treatment of our mentally ill and mentally de- 
fective; and, as Dr. Arthur Ruggles so aptly states 
in the Foreword, “institutions for the mentally ill 
may well use this volume as a handbook and guide 
for family care procedures and if we heed well all 
the lessons it can teach us we shall be equipped 
to make a distinct contribution to public education, 
financial conservation and human welfare.” 

MARJORIE KEYEs, 
National Committee for 
Mental Hygiene (Canada). 
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BORDERLANDS OF PsyCHIATRY. By Stanley Ci 
M.D. (Cambridge: Harvard University 
Press, 1944.) 


The reviewer has used this valuable book 
explore and illustrate the areas of ; 
Dr. Cobb’s borderland includes the neurotic, the 
alcoholic, the epileptic and patients with son 

central nervous system damage, and the stammerers 
Every rough estimate Dr. Cobb makes is full of 
interest and brings a certain definiteness into what 
has been vagueness. He does not take the reader 
to a borderland outside of his borderland where 


psycni itl 


there are people with prejudice and amounts of 
anxiety which handicap them but do not entitle 
them to a disease. 

The reader will find attractive discussions of 
the role of the hypothalamus and psychosomatics 
In the chapter on psychoneuroses the medical 
reader will find some traces of direction toward 
the lay audiences of the Lowell Lectures. Neurosis 
diagrammed by one human nervous system facing 
another (inter-personal relationship) is a novelty 
Like the rest of the book, the chapter on neuroses 
is tolerant, stimulating, original. 

Eart D. Bonn, M.D., 
Institute of the Pennsylvania Hospital, 
Philadelphia, Pa. 


Tue Hort Way. By Laura Thompson and Alice 
Joseph. (The University of Chicago Press, 
1944.) 

This small volume forms an important addi- 
tion to our already considerable literature on the 
Hopi Indians of northern Arizona. In 1540 Coro- 
nado found the Hopi living in the same semi-arid 
mesa country which they now occupy and from that 
time they have been in ever-increasing contact 
with various bearers of European culture. Despit 
this contact, much of Hopi life has remained 1 
tact and the Hopi today are among the few Ameri- 
can Indian groups which lead recognizably dis- 
tinct, non-European lives. It is for this reason that 
the Hopi have furnished a fruitful source of 1 
vestigation and observation to both anthropologists 
and psychologists for a number of years. 

The present book is a combination of these twé 
disciplines under the joint authorship of Laura 
Thompson, an anthropologist and Alice Joseph, a 
psychiatrist. It is the first in a series to be pub 
lished as the result of a three years’ collaboration 
between the Indian Service and the Committee on 
Human Development of the University of Chicago 
John Collier, former Commissioner of Indian 
Affairs, has written the foreword and the book 
gains interest in the light of a newly organized 
agency, the Institute of Ethnic Affairs, Inc., of 
which John Collier is president and on whose Board 
of Directors Laura Thompson’s name appears. Ac- 
cording to a pamphlet distributed from Washington, 
D. C., this Institute was created to develop ‘“‘action- 
in-research” which “endeavors to bring to bear, 
and to bring within the scope of the lay citizen, 
all that science can discover and predict, concern- 
ing ethnic tensions, maladjustments, conflicts, or 


+ 
t 
te ( 

id 

ent 

] 

er 
t 
re ve 

+ 

a>» 

] 
Ce 
Lest 
» IO! 
i- Vian 


choy Jaccrintice 
ll t SCriptive 


“Health, Food and 


| Mar, 


| he re is little 


thus described 


e and that the 
a fairly wide dis- 
prese nted in 


re considera- 


k is given 
n of Hopi life. 
nt of the life 


tories of Hopi 
I 1S devoted to 
ubjects as 
O.,” “What Lies 
etc. These 

re designed to 


ind 


ent with 
stresses and 
as it 

seem pos- 
e in any way the 
such treat- 
becomes 


rtance of 
to be followed 
carefully how 


1 which, on 

that the 

( cl se @xX- 

t No full 
led 1 t figures 
t many 


t 1 methods to 
s ] g een recog- 
blocks in the path 
peoples. Cer- 
ex tness, however, 


discussion of Hopi 


lren” are compared 


the Grace Arthur 


home village of 
t Mesa are given 
t we find that the 
varied from 92 

to 32 from First 
compares Oraibi 


| 


en 


1946 | 


First 


rhe Grace A 


hool chil 


n’ who 
er tables 
pi and 
ply ior 
ninistere 


of 


nt 
s inter 
st ido > 
sed on 


th the 
t cal litera- istent 
which exist ies 
; age ind it is In pt 
‘ 1 detailed ma 
ttempts in this direc- 
ture will find errors in fact or in emphasis in this | "oy, 
¢ \f 4 est al 
results 
f 4 1 1 
such | 
tt ti mong 
+] et Vif nd gain, t 
exists at tl tit It d without 
le to thi r t rit interpre 
I alle 
1 H nd t 1 ta cr 
, num! es. Because of a 
+ 14 ‘ ++ gen 
\ 
ver 
Me 
tue 
\ 
thi 
> nd t Goodenough 
vial riopi scores 
{ Id and } 1’ 
()r } ( ace \ +] enol 


| Mar. 


little 
Scribed 
at the 
de dis- 


ed to 
ts as 
and 
ies 
These 
2d to 
with 
and 


pos- 
the 
reat- 


BOOK 


1946] 


REVIEWS 


717 


nd First Mesa with “white children” on whom 
e Grace Arthur was standardized and with “White 
hool children from an industrial Midwestern 
wn’ who took the Draw-a-Man test. In all the 
her tables in which comparisons are made between 
pi and white children, percentages are given 
mply for “Hopi” and “Midwest.” Wayne Dennis 
,dministered Draw-a-Man tests to 152 Hopi chil- 
ren of First and Second Mesas in 1942 and no 
ntion is made of these valuable check 
th the number of cases and the test range are 
nsistently omitted. In a paragraph preceding the 


scores.! 


les the authors say of their tabular presentation: 
In presenting this kind of table, which from 


T 
ur abundant documentary material offers only 


few items for illustrative purposes, we wish 


to point out again that interpretive conclusions 

ire not based on the quantitative results of one 

test alone, but on the correlation of all test 
+} 


results, together qualitative and cultural 


considerations (p. 145). 


Altl 


1iough it becomes practically impossible to 
issess the value of a 1 


testing program reported upon 
such fashion, this reviewer feels that it is quite 
thin the right of the psychologist to use tests 
s interpretive tools so misleading 
sseudo-statistics are Interpretations are 
ised on other tests than the ones mentioned above, 
mg them a= particularly tantalizing set of 
tests including the Rorschach. Here 
again, the results are given to the reader in the 
same tabular form, without correlation figures, 
without accurate recording, but with chapters of 
interpretive comment. Interpretation is fully justi- 
d and insights may be of extreme value. Scientific 
lata cry out for valid interpretation upon which 
ind social science programs may be based. We 
need ‘‘action-research.” It is, therefore, all the 
ore disappointing, after over half a century dur- 
ng which anthropologists have dwelt on the general 
Wint of human mental equality and after such 
elaborate preliminaries, to find this as the conclud- 
ng paragraph to the discussion of the high Hopi 


long as no 


suggested. 


jective 


impression that 
very intelli- 
remarkably 
apparently 
act thinking. 


“From our have the 


Hopi children on the 


tests we 
average are 
gent, highly observant, show a 
balanced mental 
very capable of complex 
Mental activity appears even overemphasized to 
a certain extent, and we later its in- 
fluence on the balance of the whole personality. 
We have also the impression that these qualities 
are closely connected with Hopi culture and the 
training which the children received at home and 


through the community. In dealing with the 


approach and are 


and abstr 


shall see 


Hopi it would indeed be a grave mistake to 
adopt the baby-talk and oversimplified methods 
1 This reference is included here since it does 


ot appear in the Thompson-Joseph bibliography : 
‘The Performance of Hopi Children on the Good- 
enough Draw-a-Man Test,” Journal of Comparative 
Psychology, Vol. 34, No. 3, Dec. 1942. 


which are often used toward half-witted persons 
and those who go under the collective name of 
‘natives’” (p. 101). 


As indicated above, the book also includes eleven 
Hlopi case histories. Case studies are of such ex- 
treme importance in the analysis of emotional and 
social adjustment that their value can hardly be 
overemphasized and the need of complete case 
histories for primitive peoples is very great indeed. 
In discussing 15-year-old Ellen, the account begins 
“Ellen belongs to a conservative Hopi household 
which can be called average with respect to its 
members’ general way of life, their economic con- 
ditions and their social position in the village.” 
Further on we read, “The father .... is the Don 
Juan of the community, openly talked about, ap- 
praised and criticized as such” and “the mother 
....1s very sloppy, and her household is considered 
the least clean in the village” (p. 69). Although 
one believes he knows what is meant by this ap- 
parent contradiction, one wonders if such reporting 
can yield wholly reliable materials. 

The reviewer finds herself in an anomalous posi- 
ion. She is convinced that most of the generaliza- 
tions in the psychological portions of this book are 
valid, yet she finds the data and evidence which 
support them either lacking or inadequate. The 
insights and comments do add to our knowledge 
of the Hopi Indians. There is a real feeling for 
reaching out and making use of clues from all the 
social science techniques. Yet the generalizations 
seem not much more elaborate than could have been 
evolved by any mature anthropologist with con- 
trol of the literature and a feeling for Hopi life. 
The psychological tools are used almost entirely 
for window-dressing. Data are used illustratively 
but no generalization seems to stem directly from 
carefully controlled data. The authors have fore- 
stalled criticism by closing their accounts thus “a 
fair, over all evaluation of the method and findings 
of the research can be made only in the context of 
its total results, including their practical applica- 
tion to administrative problems, the ultimate goal 
toward which this study and the forthcoming tribal 
analyses, are oriented” (p. 133). 

Perhaps this is so. Perhaps also a portion of 
the difficulty lies in the fact that the book is appar- 
ently aimed at an audience not clearly defined in 
the authors’ minds. At times both phraseology and 
treatment are scientific, aimed at an audience of 
experience and information in the 
social At other times the language is 
that which is normally found only in over-popular- 
ized accounts and the thinking is similarly over- 
simplified: the audience then seems to be a group 
of wholly untrained laymen, well-meaning but 
ignorant. It is quite possible, therefore, that criti- 
cisms given here belong not so much to the working 
methods of the authors as to their presentation. 
Certainly the program promises rich rewards and 
nothing can detract from the basic importance of 
the authors’ thesis that psychological and cultural 
phenomena should be studied together. 

Marian W. SMITH, 
Columbia University, New York. 
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DISEASES OF THE NERVOUS SYSTEM IN INFANCY t t t No practitioner of psycho. 4s a clinict 
CHILDHOOD AND ADOLESCENCE (Second |] 1 admit a blind adherence to one | warranted 1 
tion). By Frank R. Ford, M.D. (Charles ¢ point of view, but it is generally clear | pack her uP 
Thomas. Springfield, Ill.: 1944.) their pathies | Doctor Horney is 1 The revi 
( | | to t] ranks she bi ok. 
[his standard book now in its second edit aie + hav 
| rt id he hi 
contains eleven hundred pages. Primarily, it 
written for pediatrists and not for neurolos n evaluatit 
since the orientation is entirely pediatric. 1 
e { t t thar ntages 
sult is an encyclopedia of nervous diseases 1 De 


pediatrists and as such it is a valuable referen 


work. t reviewer wi personal | 

Since the author has endeavored, and with s to 1 I D t H rey s 
cess, to include everything that bears on nery 
disease from infancy to adulthood there is n Hi 
described that is only remotely connected wit! tre nd ¢ 
nervous disease. Likewise, as is necessary 
book with such a broad scope, each disease des 
tion is concise or even curtailed. The author | t vit me new 
compensated for this by appending to each sect lded 
a short list of references for those who may des S 
more information. These references on the \ 
are well chosen and reflect a wide range of reading t tering up urrent 

The long introductory section on embryol ttit rather 1 the pat 
anatomy and physiology of the nervous syste: BS: s earliest parent tieups 
could not be complete enough to be of great valu 
One finds even a sketchy survey of Brod: 
cerebral architectonics which does not seem 1 
quite in place. A considerable section is d t 
to the epidemic encephalitis of von Economo, a! nal ltec” 
disease which has just about disappeared from « 
clinics. Of course it may return and if it does 
this section will not appear so superfluous. O 
regrets that no mention is made of the virus of 
poliomyelitis in faeces and sewage. A neurologist 
is shocked by the statement that in the treat 
of epilepsy “bromides probably are as eff t sl brightly. ( t 
tive as any other medication.’”’ That surely is not 
the experience of most neurologists. 

This book is not a text book but as an encycl flicts, fails to establish the legiti1 
pedia it fills a definite place. This neurological 
reviewer expects to have occasion to refer to it ( 
not infrequently. ter entitled “The Basic | 

Louis CAsAMagjor, M.D., “M tention is that tl flict 
The Neurological Institute, New York patibl | 
Our INNER ConrFiicts. A Constructive Theory of 
Neurosis. By Karen H. Horney, M.D. (New 
York, W. W. Norton and Company, Inc., 194: 

Ever since Freud introduced us to psychoanalysis, 
the field of psychotherapy has been colored and, ud 
to a considerable extent more recently, dominated runrignty ssue OF 
by the principles and tenets arising from the ex- 
perience of practitioners in that field. Gradually 
in the course of time, divergences have appeared lt the ( 
until at present, with respect to therapy, two main ld I legitimat led 
points of emphasis have become manifest. On thi 
one hand, the more orthodox stress the importance 
of uncovering the deepest layers of the unconscious! t ring the early years 
wiere it is held there reside the factors which 
create difficulty for the individual. ‘The less ortho- reat tat nflict. It 
dox, on the contrary, attach primary significance t tl i 
to what is actually going on in the patient at the f the or nflicting trends, it 
time he is under treatment. Concern is focussed 
upon what now exists rather than how it happened That is r actual 
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years’ experience, she is 
She believes her results 


5 a Clinician of many 
warranted in assuming it. 
hack her up. 

The reviewer confesses to a disappointment in 
the book. Although neither in title nor subtitle 
id he have the right to expect it, he looked in 

in for any enlightenment upon the problem 
f therapy or why she felt her approach afforded 


lvantages above and beyond those offered by 
orthodox attack. Perhaps in her next book 
will reveal her thought about the actual 
therapeutic process. As she intimates but never 
nes to grips with, it must be more than the 
mere unravelling of conflicts. We await with in- 
rest what she has to say along these lines. 
Harry M. Tresout, M.D., 
Blythewood, Greenwich, Conn. 
xT Book or NEvROPATHOLOGY, 2nd Edition. By 
Irthur Weil, M.D. (New York: Grune and 


after an interval 


is book, 


second edition of tl 


f 12 years, is welcome. The 
he number of illustrations in this new edition and 


author has increased 


e book is consequently slightly increased in size. 
The fundamentals of the subject are admirably 
fescribed and illustrated. The chapter on Injuries 
uld be enlarged to include, for instance, an ade- 
te account of chronic traumatic subdural hama- 


aneurysms and the importance of 


heir rupture in the causation of spontaneous sub- 
ichnoid hemorrhage are also omitted. 

The tables in the Appendix are very valuable. 

The book is w printed on good paper, which 
enhances the \ e of the illustrations. 

A. Lrnett, M.D., 

University of Toronto. 

SEPTEMBER REMEMBER. By Eliot Taintor. (New 
York: Prentice-Hall, Inc., 1945.) 


unfortunate 
1 


plied that the fellowship of “Alcoholics Anony- 


basic questions on 


olism and alcoholics. The information in the 
< does not do justice to this movement or to 
psychiatrist who is only casually mentioned. 
quote from the book: “It is a source book of 
t tic inf ibout “Alcoholics Anony- 
s,’ “September Remember” will, I believe, play 
active part in rehabilitation.” The book is 


poorly written, unnecessarily common almost to the 


point of vulgarity. Again to quote: “to them it 

ows with power and vividness, with wit 
and lustiness, how alcoholics, who wart to stop 
drinking, can; it shows how alcoholics give each 
other a helping hand no one else can; not the psy- 


alcoholic 
the ex- 


11S book. 


chiatrist, not the ref not the non 
lover.” Not one alcoholic, questioned by) 
aminer, had a constructive word to say for tl 


rmer, 


True, the author depicts the camaraderie and the 
amateur social service work of tremendous value; 
but he confuses the reader in detailing the career of 


Joe Wales, who utilizes the activities of Alcoholics 
Anonymous, the psychiatrist, and a sanitarium. The 
author solves the conflicts due to the eternal tri- 
angle, by having the girl, an A. A., commit suicide. 
Joe Wales then is brought back to the fold of the 
patient Alcoholics Anonymous group, after, how- 
ever, his wife returns to him. 

Some of the activity of the Alcoholics Anony- 
mous is depicted in a superficial manner while the 
serious, cooperative spirit of the group portrayed 
in its text, “Alcoholics Anonymous,” is not revealed. 

Unfortunately, the reader will have to turn to 
other works of the Alcoholics Anonymous group 
and writings of the psychiatrists as well, to deter- 
mine the real worth of the Alcoholics Anonymous, 
which is incontestable. 

Joun A. Larson, M.D., 
Blythewood, Greenwich, Conn. 


NAvAHO Door. An Introduction to Navaho 
Life. By Alexander H. Leighton and Doro- 
thea C. Leighton. (Cambridge: Harvard Uni- 
versity Press, 1944.) 


THE 


We Americans usually think of ourselves as being 
keenly interested in the welfare of other people 
fortunate than we are, but oddly enough 
we have never paid a great deal of attention to 
the and needs of the most alien race 
that is living within the borders of our country, 
the American Indian. This is perhaps due to the 
fact that they are more or less remote to us. 
Having been administered to by a governmental 
commission ever since the days that we were a 
group of colonies and we have assumed that these 
commissions as a whole have done a capable piece 
of work. Unfortunately this is not so, and it 
wasn’t until Mr. John Collier was appointed Com- 
missioner of Indian Affairs by President Roose- 
velt about 1932 that this agency did very much 
about giving the Indians a constructive program 
that would assist them in becoming a self sufficient 
people. While this program is far from being 
finished they are gradually learning the benefits 
of preventive medicine along with soil erosion con- 
trol and other important economic factors. There 
is no need to go into the outrageous persecutions 
they have undergone in the past at the hands of 
incompetent and unscrupulous Federal Agents and 
the aggrandizing white pioneer, because that is 
something that most of us are fully aware of and 
indifferent to. Most of this indifference can be 
attributed to the fact that the majority of the books 
written on the American Indian have been written 
by sentimentalists who have been overenthusiastic 
or those who have written from a factual or statis- 
viewpoint. This book is fortunate in striking 


less 


conditions 


tical 


a happy medium and to be written in a style that 
is both pleasant and authoritative. 


1 


The authors 
have spent considerable time working with the 
Navahos in the government hospitals on the Navaho 
Reservation in Arizona and have done much to 
promote a better understanding between the In- 
dians and the whites as well as performing their 
al duties. This |} 


regular medic has been accomplished, 
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